DEVOTED TO DISEASES 
AND 
PROCESSES OF 
AGING 


VOLUME 16 NUMBER 4 


APRIL 1961 


Osteoarthritis—A Collection of Disease Entities 
Age and Crime 
Medical Treatment of the Functionally III 


Welfare Policies, Income, and Tax Status of the Aged 


Old Age Insurance and Welfare Policies in Switzerland 








spare 
your patients 


the added 


distress of 





DESITIN 


OINTMENT 


UNSURPASSED PROTECTIVE 
AND HEALING AGENT 
Bs Soothing, lubricant, anti-irritant 
HIT Desitin Ointment works hand 
a ree in hand with good medical and 
—- = nursing care to keep the skin 
E OESITIN) “x 
yy omwer).-. — soft, supple, more resistant 
to bed sores. One application 
protects the skin for hours. 
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_.. tremor controlled™ 


... functional efficiency restored 


IN PARKINSONISM and in drug-induced parkinson-like syndrome, 
Parsidol is a specific for control of tremor.'+ By lessening rigidity 
and improving muscle coordination, Parsidol increases finger dex- 
terity and restores functional efficiency. The patient’s regained ability 
to do more things with greater ease contributes immeasurably to his 
degree of self-confidence and his outlook for the future. 

Usually effective by itself in maintenance doses of 50 mg. q.i.d., 
Parsidol is also compatible with most other antiparkinsonian agents 
and can be used in combination when necessary. Geriatric patients, 
in particular, tolerate Parsidol exceptionally well.* 


® brand of ethoproparine hydrochloride 


for the control of tremor Cay 
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Full dosage information, available on request, should be consulted before initiating therapy. 
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Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 


tion — they often deepen depression. 


lifts depression as it calms anxiety. 


this may be gradually increased up to 3 tablets q.i. 


(benactyzine HCl) and 400 mg. meprobamate. 
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nations may counteract excessive stimula-, 


In contrast to such “seesaw” effects, Deprol 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


Supplied: Bottles of 50 light-pink, scored tablets. Write for 


Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates vour basic 
regimen. 





Lifts depression...as it calms anxiety! 


For geriatric and chronically ill patients — 
a smooth, balanced action that lifts depression 
as it calms anxiety...rapidly and safely 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 


‘Unlike most other antidepressant drugs, 


Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


‘i WALLACE LABORATORIES 
V4 ‘Cranbury, N. J. 


Composition: 1 mg. 2-diethylaminoethy] benzilate hydrochloride 
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In chronic and acute diarrhea 
the most effective symptomatic 
solution to the dual problem 


dual action 


Sorboquel 


(polycarbophil-thihexinol methylbromide ) tablets 
“The ie combi- : 
nation [SORBOQUEL] often alleviated eS 








diarrhea after other drugs, including 103 
opiates, had been ineffectual.”* Es 











fast ‘FOR TOO FLUID FECES: 
action Four SORBOQUEL Tablets, the 


average daily dose, contain 2 Gm. 
of polycarbophil. This amount of 
this extraordinary macromolecular 
water-binding agent has a hydro- 


sorptive capacity of 240 cc. 
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A 30-year-old male with chronic diarrhea of functional origin, 
characterized by marked intestinal hypermotility. With 
SORBOQUEL therapy, the diarrhea was well controlled. This 
24-hour film demonstrates combined antimotility action of thi- 
hexinol methylbromide and the hydrosorptive action of polycarbo- 
phil. (Note the particulate nature of the swollen polycarbophil.) 





FOR TOO FR 


CONVENIENT TABLET FORM; 
SIMPLE, UNCOMPLICATED 
DOSAGE SCHEDULE. 

dosage: For older children and 
adults, initial dosage of one 
SORBOQUEL Tablet g.i.d. is 
usually adequate. SEVERE DIAR- 
RHEAS MAY REQUIRE SIX, OR 
EVEN EIGHT, TABLETS IN DIVIDED 
DAILY DOSES. (Dosages exceeding 
six tablets a day should not be em- 
ployed over prolonged periods. ) 
side effects: The incidence of 
side effects at recommended dos- 
age is negligible. (The usual 
precautions when using parasym- 
patholytic agents should be ob- 
served.) COMPLETE INFORMA- 
TION REGARDING THE USE OF 
SORBOQUEL TABLETS IS AVAIL- 
ABLE ON REQUEST. 

supplied: SORBOQUEL Tablets, 
bottles of 50 and 250. Each tablet 
contains0.5 Gm. polycarbophil and 
15 mg. thihexinol methylbromide. 


*Winkelstein, A: Am. J. Digestive Dis 
34:524 (Nov.) 1960. additional bibliography: 
Hock, C.W.: Med. Times 88:320 (March) 
1960. Hock, C.W.: Am. J. Digestive Dis. (Nov.) 
1960. Berkowitz, D.: Am. J. Digestive Dis. 
(Nov.) 1960. Seneca, H.: Am. J. Digestive 
Dis. (Nov.) 1960. Gilbert, A. S.; Schwartz 
1.R., and Matzner, M.J.: Am, J. Gastroentero! 
(Dec.) 1960. Gilbert, S. S.: Am. J. Digestive 
Dis. (Nov.) 1960, Pimparker, B. D.; Paustian, 
F. F.; Roth, J. L. A. and Bockus, H. L.: 
Gastroenterology, to be published. Roth, J 
L. Az Am, J. Digestive Dis. (Nov.) 1960 
Grossman, A. J.; Batterman, R. C., and Leiter 
P.: J. Am. Geriat. Soc. 5:187 (Feb.) 1957 
McHardy, G.; Browne, D.; McHardy, R.; Bodet. 
C., and Ward, S.: Am. J. Gastroenterol. 24:601 
(Dec.) 1955. McHardy, G.: Am. J. Digestive 
Dis. (Nov.) 1960. Bercovitz, Z. T.: J. Am. 
Geriat. Soc. 5:940(Nov.) 1957, Reports to the 
Medical Department, White Laboratories, Inc. 
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Alpha-Keri makes dry skin feel soft and smooth immediately . . . soothes the skin 
and stops itching. Alpha-Keri deposits a microfine, lubricant-moisturizing 
oil film over the entire skin area... hydrating the keratin and preventing 
it from drying out. It is particularly effective in replacing the action of 
skin lipids lost by the dehydrating effects of soap, water and weather. 
Alpha-Keri may be added to the bath or sponged on the wet skin while 
showering. 


Alpha-Keri is the first and only completely water-dispersible, antipruritic oil com- 
bining mineral oil and a keratin moisturizer. Contains Kerohydric® (brand 
of dewaxed, oil-soluble, keratin-moisturizing fraction of lanolin), mineral 
oil and a special nonionic emulsifier. Alpha-Keri disperses immediately and 
completely in water. Available in bottles of 8 fl. oz. 


Alpha eri’ 


water-dispersible, 


antipruritic oil 


a 





more effective, 


more pleasant 






for 
the bath 


or shower | ~ 


way to treat 


dry...itchy skin 


Write for samples and literature. 


WESTWOOD PHARMACEUTICALS 
BUFFALO 13, NEW YORK 
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INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional affiliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 

Titles should consist of 4 to 6 words. References should be kept 
to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
tion. Each illustration should be fully identified with author’s name 
and with figure number and should be accompanied by cutlines 
numbered to correspond. Tables must be well organized, clear, and 
accurate, and each should be typed on a separate sheet. 

Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, Geriatrics, 84 
South Tenth Street, Minneapolis 3, Minnesota. 
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FOR THE 
PARKINSON 
PATIENT 


smooth, straight-line motion... 


My _ 


Stands out as a drug of choice in Parkinsonism. Ap- 
pears well suited for a great number of patients.’ 
Unexcelled for sustained, continuing control of 
rigidity, tremors*...restoration of normal functional 
mobility...suppression of other symptoms...with 


minimal risk of untoward effects.* Trinexyphenidyl HC! Leder 


Indicated: All types of Parkinsonism including common Parkinsonoid side effects of 1. Critchley, M.: British M. J. 2:1214 (Nov. 15) 1958 





phenothiazine therapy. Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./5 cc. 2. Doshay, L. J.: Current M. Dig. 22:11 (Nov.) 195% 
tsp. Dosage: 1 mg. first day, gradually increased according to response, to 6-10 3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 19585 





mg. daily in 3 divided doses at mealtime. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. t Laer) 


w 





HCI Leder't 


15) 1958 
Nov.) 1956 


(May) 195) 





In iron-deficiency anemia 


The daily © © © dose of elemental iron in 
SIMRON | sti as much hemoglobin response 


as this Be a a large amount in other iron 


Ne 
ee 


salts. ee SIMRON contains Sacagen, 
a specjay agent which enhances iron absorption. 
But, Since h emogiobi™ response is the same, the 
real advantag ein sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 
treated patients report no gastric upset, no 
black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 





Also Available: SIMRON PLUS—when added 


nutritional factors are indicated. 


cD 


THE WM. S.MERRELL COMPANY. Cincinnati, Ohio » St.Thomas, Ontario 








in depression 

for greater 
emotional stability 
in the aging patient 


Tofranil 1: of 10 mg. for geriatric use 


islectileMeh Mull sla Culll-mib ceieeloiillelalel:) 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood.} 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.!3 
Under the influence of Tofranil, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


Geigy 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Christe, P.: Schweiz. med. 
Wcehnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 10-687-61 
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Specify 
central’s 


NOW AVAILABLE LOCALLY 
Central Soya 





Unsaturated fatty acids in Soy Phosphatide 


Medical research continues to demonstrate the 
advantages of unsaturated fatty acids in a well- 
managed diet. It is increasingly evident that 
poly-unsaturated fats retard and reduce the 
formation of blood cholesterol and forestall the 
associated dangers of degenerative diseases. 


The most efficient and effective natural source 
of poly-unsaturated fats yet developed is Soy 
Phosphatide. Its ratio of unsaturated fats 

to saturated ones is 6-to-l—far healthier than 
in peanut oil (1.6-to-1), cottonseed oil (2-to- 
1), or corn oil (5.3-to-1). Soy Phosphatide's 
contribution in a well-managed diet also includes 
important amounts of choline, inositol, and 
phosphorus. 


Central's Soy Phosphatide is the result of a 
unique and patented process developed by Central 
Soya's Chemurgy Division. It is a non-toxic, 
highly refined form of the naturally occurring 
phosphatide. Its nut-like flavor is pleasant 
and easy to take; the one-to-three 
-. tablespoonfuls usually recommended as a daily 
eeee”Supplement can be mixed with Juices and other 
beverages, in cereals, sauces and salad 
dressings, and many other foods incorporated in 
the well-managed diet. 





Write today for your copies of free research 
bulletins; they are important and detailed 
reports on the properties and potentials of 
Soy Phosphatide and its place in a 
well-managed diet. - 


Central Soya 

Chemurgy Division 

1825 North Laramie Avenue 
Chicago 39, Illinois 
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the persistent pain 
of arthritis 
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Wi “The combination of acetylsalicylic acid with 
dextro propoxyphene hydrochloride [Darvon®] affords ef- 


fective analgesia in the chronic rheumatic disorders. Its 


prolonged action, coupled with its relative freedom from 

undesirable side actions, makes it particularly valuable 

in the amelioration of chronic arthritic disorders . 
Settel, E.: The Control of Painful Rheu- 


matic Disorder, M. Times, 87:1637, 1959, 





DARVON’ COMPOUND and 
DARVON COMPOUND-65 


Both products combine the analgesic advantages 
of Darvon with the antipyretic and anti-inflam- 
matory benefits of A.S.A.° Compound. Darvon 
Compound-65 contains twice as much Darvon as 
regular Darvon Compound without increase in 
the salicylate content or the size of the Pulvule®. 
Formulas: 


Darvon Compound — Darvon Compound-65 


SE eae... =...» « aoatwon: 5" 2 a 6 -ObemnE. 
162 mg.. . . . Acetophenetidin. . . 162 mg. 
OLE Br am «Cs ia Mie eee SR Ree aa foc 
B2iaumis 2... MGOMINe . 4 nna: hoe. me. 


Usual Dosage: 

Darvon Compound: 1 or 2 Pulvules three or four times 
daily. 

Darvon Compound-65: 1 Pulvule three or four times 
daily. 





Darvon® (dextro pror pl t je, Lilly) 

Darvon® Compound (dextro p hene and acetylsalicylic acid com- 
pound, Lilly 

A.S.A.® Compound (acetylsalicylic acid, acetophenetidin, and caffein 
Lilly) 


A.S.A.® (acetylsalicylic acid, Lilly) 
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In one study, 48 per cent of the men and 58 per cent 
of the women over 65 were overweight.2 Many of the 
ills which beset geriatric patients result from overnu- 
trition and its consequent obesity.} 



















clinical results favorable 


a ,) 2? : : : : 
eee the olde / Recent studies describe the use of Metrecal for suecess- 
ful and safe weight reduction in a number of geriatric 
2 a *@ : : é : 
ONE G7 Ou 5, patients.*4 In one report, overweight was complicated 


th e fe wer calorie ¢ by serious medical disorders such as angina pectoris, 
/ : diabetes, rheumatoid arthritis, gout, and thrombophle- 
: f bitis. 
One requires, 
patient cooperation noted 
Excellent patient cooperation was noted in clinical 
studies*4 and attributed to high satiety of Metrecal, 
its palatability, good tolerance, and simplicity in use. 


adequate nutritionon900 caloriesaday 
The daily 900-calorie Metrecal program provides 70 
Gm. of protein; 20 Gm. of fat (°% unsaturated) ; 
110 Gm. of carbohydrate plus all essential vitamins 
and minerals to meet or exceed Minimum Daily 
Requirements. 


Available in powder and liquid forms in a variety of flavors 


references; (1) Bortz, E. L., in Stieglitz, E. J.: Geriatric Medicine: 
Medical Care of Later Maturity, ed. 3, Philadelphia, J. B. Lippincott 
Company, 1954, p. 217. (2) Lyons, J. S., and Trulson, M. F.: J. Gerontol. 
11:66-72 (Jan.) 1956. (3) Tullis, I. F.; Allen, C. E., and Overman, R. R.: 
Simple Effective Weight Reduction: A Clinical Study, Scientific Exhibit, 
6th Internat. Cong. Int. Med., Basel, Switzerland, Aug, 24-27, 1960. 
(4) Roberts, H. J.: Effective Long-Term Weight Reduction — Experiences 
with Metreeal, Am. J, Clin, Nutrition 8:817-832 (Nov.-Dec.) 1960. 





HE OVERWEIGHT GERIATRIG—A COMMON PROBLEM 


-METRECALE 


DIETARY FOR WEIGHT CONTROL 
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Caroid and Bile Salts Tablets correct constipation physiologically by aiding 
protein digestion, increasing the flow of bile into the gut, and stimulating 
peristalsis. two tablets two hours after breakfast and at bedtime. 

Caroid’& Bile Salts Tablets -cisestant-choleretic-laxative. 


American Ferment Division, Breon Laboratories, Inc., New York 18, New York 























Proven 


in over six years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, dependable 
I tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


Se) 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


o> © 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; in bottles of 50. 


——Also supplied in sustained-release capsules ... 


Meprospan’ 5 


Available as Meprospan-400 (blue-topped sustained- 
release capsules containing 400 mg. meprobamate), 
and Meprospan-200 (yellow-topped sustained-release 
capsules containing 200 mg. meprobamate). 
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Help protect the precarious 


Older patients often need help when they complain of dizziness . . . help that can be 
provided by Dramamine. This classic drug is free of serious side effects, easy-to-take 
and frequently is effective against dizziness with a vestibular component whether 
acute or chronic. These elder citizens will be grateful for Dramamine. 


Dramamine® 


brand of dimenhydrinate 
for dizziness/vertigo in older patients 


Dosage: one 50-mg. tablet, t.i.d. 
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TO FUTURE ISSUES 


Sociologic and Economic Influences on 
Blood Pressure after Age 65 were,studied in 
an apparently healthy sample of the elderly 
population by Arthur M. Master, R. P. Las- 
ser, and Gloria Beckman, New York City. 
These six factors included country of birth, 
geographic location of home, rural versus 
urban living, physical activity, employment 
versus unemployment, and occupation. It 
was found that systolic and diastolic blood 
pressures are lowest in Southerners and high- 
est in Midwesterners. Differences in blood 
pressure apparently are accounted for by 
weight, people in the Midwest being heavier. 
Country of birth, type of community, em- 
ployment level, or occupation has no ap- 
preciable effect on blood pressure. 


3 Urinary Stress Incontinence in Women 
is caused by a number of factors, the most 
important of which is malfunction of the 
sphincters enhanced by loss of the posterior 
urethrovesical angle, according to B. R. Ban- 
croft and K. F. Kimball who practice surgery 
in Kearney, Nebraska. They believe that the 
relatively simple vesicourethral suspension 
after the method of Marshall, Marchetti, and 
Krantz is the procedure of choice in the 





majority of those patients who require sur- 
gery. It is also used in those patients with re- 
current stress incontinence or in whom pre- 
vious procedures have been unsuccessful. 
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Pa Kurt S. Pelz, physician in charge, and 
Sidney P. Gottfried, consulting biochemist of 
the Masonic Hospital, Wallingford, Con- 
necticut, report on Studies of the Suprarenal 
Gland in Old Age. Serum protein-bound 
iodine and urinary total neutral 17-ketoste- 
roids and 17-hydroxycorticoids before and 
after administration of adrenocorticotropin, 
were determined on 10 men and 15 women 
over 75 years of age. Three patients showed 
no response to adrenocorticotropin; 6, a 
low excretion of the total neutral 17-keto- 
steroids; and 6, a low excretion of 17-hydroxy- 
corticoids. Findings suggest a pituitary gland 
that may be somewhat hypoactive in old age. 


a The object of a Meals on Wheels pro- 
gram is to increase the independence of the 
recipient, write Martin Keller, director of 
clinical services, Beth Israel Hospital, Bos- 
ton, and Charlotte E. Smith, United States 
Public Health Service. A program of cater- 
ing to persons unable to prepare meals for 
themselves and unable to obtain help in 
doing so can be the spur to the development 
of housekeeping services; improvement of 
housing; introduction of recreational and 
occupational therapy into the home; and 
provision of medical care, nursing care, physi- 
cal therapy, and other essentials of home 
care. 


cuicaco 6: Greg Gelderman, Jay H. Herz, Hugh Gibson, 20 
North Wacker Drive. Telephone: Central 6-4619. 


SAN FRANCISCO 4: Duncan A. Scott & Co., Fifth Floor, 85 Post 
Street. Telephone: Garfield 1-7950. 


LOS ANGELES 57: Duncan A. Scott & Co., 1901 West 8th Street. 
Telephone: Dunkirk 4-8151. 
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Patients like the refreshing taste 


and dependability 


TITRALAC® tasiets PG 


May be chewed, dissolved in mouth, or 
swallowed with water. Each white, mint- 
flavored tablet contains glycine 0.18 
Gm. and Ca carbonate 0.42 Gm. Bottles 
of 100 tablets. 


*Patent No. 2429596 
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TITRALAC® tiquin VG 


Relief from a teaspoonful—not ounces or 
tablespoonfuls. Each 5cc. teaspoonful of 
white, mint-flavored liquid contains gly- 
cine 0.30 Gm. and Ca carbonate 0.70 Gm. 
Bottles of 8 fluid ounces. 


Northridge, California 











If postcoronary management is 
of special interest to you, 
consider the demonstrated value 
of sublingual heparin . . . 


“In a controlled clinical study of 260 postcoronary 
patients, one-half were given sublingual heparin and 
one-half received conventional treatment. During 
the period of observation, averaging more than 2 
years per patient, there were 12 recurrent infarctions 
in the heparin-treated group and 38 in the control 


group. This difference is statistically significant.” 
Fuller, H. L.: Angiology 17:200 (June) 1960. 





Simple and safe for long-term therapy, Clarin* (sublingual heparin) effectively con- 
trols the prolonged postprandial lipemia associated with atherosclerosis by facilitating 
the normal physiologic breakdown of fats. Unlike parenteral heparin, the use of Clarin 
requires no clotting-time or prothrombin determinations. The antilipemic activity of 
each manufactured lot of tablets is confirmed by sublingual control tests in animals. 





Indication: For the management of hyperlipemia 
associated with atherosclerosis, especially in the 
postcoronary patient. Dosage: After each meal, 
hold one tablet under the tongue until dissolved. 


Supplied: Bottles of 50 pink, sublingual tablets, l a \ 

each containing 1500 I.U. heparin potassium. ‘ | ri a 
An informative booklet, “Hyperlipemia, Heparin 

and Management of the Postcoronary Patient,” (sublingual heparin potassium, Leeming) 


is available from Thos. Leeming & Co., Inc., 
155 East 44th St., New York 17, N. Y. 


*Registered trade mark. Patent applied for. i a | 




























Finicky appetites, dental problems, food 
costs—one or more often play a part in con- 
tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 
quart when mixing provides 25% more cal- 
cium, protein, and B-vitamins than ordinary 


The Aged 


-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 





nonfat milk. Because your patients can add 
this additional amount, 
they get needed nutrients 
—without excessive calo- 
ries. And its richer, more 
delicious flavor mixed 
over-strength is a natural 
way to extra nutrition 





they'll enjoy. Costs them 


only 12¢ a quart. 












NEW 3-DIMENSIONAL SUPPORT 
FOR OLDER 4 PATIENTS 





MOOD ELEVATION 
d-amphetamine 


COMPREHENSIVE APPROACH TO THREE BASIC PROBLEMS OF AGING 


HELPS MAINTAIN NUTRITIONAL STATUS. Balanced nutritional support—26 vita- 
mins and minerals—helps correct or prevent common deficiencies due to poor intake 
and failing appetites. 


AIDS TISSUE TONE AND BONE METABOLISM. Androgen-estrogen supplement 
assists protein uptake and bone metabolism. Helps reduce or correct premature 
tissue atrophy, asthenia, osteoporosis. 


4 RAISES ACTIVITY AND INTEREST LEVELS. Mild stimulation by d-amphetamine 
increases mental and physical activity—sustains alertness and dispels apathy, depres- 
sion and psychogenic fatigue. 








EACH DRY-FILLED CAPSULE CONTAINS: Ethinyl Estradiol 
0.01 mg. * Methyl Testosterone 2.5 mg. « d-Amphetamine 
Sulfate 2.5 mg. « Vitamin A (Acetate) 5,000 U.S.P. Units « 
Vitamin D 500 U.S.P. Units « Vitamin hey with AUTRINIC® 
Intrinsic Factor ae 1/15 U.S.P. Unit (Oral) « 
Thiamine Mononitrate (Bi) 5 mg. « Riboflavin (Bo) 5 mg. 
¢ Niacinamide 15 mg. « Pyridoxine HCI (Be) 0.5 mg. « 
Calcium Pantothenate 5 mg. « Choline Bitartrate 25 mg. 
Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 





1 small coaute @ 6: morning 





RESTI 


Geriatric Vitamins-Minerals-Hormones-d- Amphetamine Lederle 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. Qa) 


50 mg. « I-Lysine Monohydrochloride 25 mg. « Vitamin E 
(Tocopherol Acid Succinate) 10 Int. Units « Rutin 12.5 
mg. « Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. 
lodine (as Kl) 0.1 mg. « Calcium (as CaHPO«) 35 mg. « 
Fluorine (as CaFe) 0.1 mg. « Copper (as CuO) 1 mg. « 
Phosphorus (as CaHPO4) 27 mg. « Fluorine (as CaFe) he 1 mg. 
¢ Copper (as CuO) 1 mg. « Potassium (as K2SO«) 5 mg. « 
Manganese (as MnOz) 1 mg. « Zinc (as ZnO) 0.5 mg. « Mag- 
nesium (MgO) 1 mg. « Boron (as Na2Bs07.10H20) 0.1 mg. 
BOTTLES OF 100, 1000. 
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Allergy Therapy 


Dewestom «055+. 


Analgesics & Narcotics 
.56A-57A 


Alvodine ee 
Ascriptin ...... : 
Darvon Compound 
Empirin Compound 


Soma Compound . 


Antacids & Intestinal 
Absorbents 

Gustalac 

litralac 


Antiarthritics 
Decadron 
Delenar 
Somacort 


Antiasthmatics 
Vaponefrin 


Antibiotics 
Cosa-Terrastatin 
Declomycin 


THERAPEUTIC 





GUIDE 


76A 
20A 


SO0A-S1A 


15A 
59AA 


Anticholinergics-Ataractic 


Milpath 


Antidepressants 
Deprol 
Tofranil 


Antidiarrheals 
Sorboquel 


Antinauseants 
Antivert . 
Dramamine .. 


Antispasmodics 
Butibel . 


Ataractic Agents 
Mellaril 
Miltown 
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This index lists all advertisements in 


this issue. Details concerning their use may 


be had by referring to pages indicated. 


Bronchodilators 
Isuprel Mistometet Sid Cover 
| Sn ea eer eae ames) 


Cardiovascular Agents 


Clarin .... ORR ATS RES ‘6 BIA 
Isordil ..... Pata es tee Oe: 
Metamine Sustained .......100A 
Quinaglute ....... Sac a tk 
Quinaglute Dura-Tab S. M. 51A 
WONOGIIER Cok sss 4s -A0A-41A 


Central Nervous Stimulants 
Geroniazol TT .......<«... SIA 
Nico-Metrazol ... 27A 


Cholesterol Lowering Agents 
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Alpha-Keri .... 6A 
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Entozyme , 5 69A 
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Diuretics 
Diamox . Lee . SOA 
Nariretin: .45...54. . 25A 


Enzyme Preparations, 
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Panafil-Chloresium ... .. 80A 


Erythropoietic Agents & 
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RS eee np tar Te 9A 
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instant Milk .......%.. 22A 
Mazola Margarine ......... 59A 
Se a ee panied 2% 38A 
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G-U Anti-infectives & 
Antiseptics 
Dienestrol 

Urolitia 


Laxatives, Anticonstipation 
Products & Enemas 


eT A ate. Se CE SUR ane es 89A 
Caroid & Bile Salts ....... 16A 
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Muscle Relaxants 
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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin ¢ K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Naturetin NaturetinK ‘ 


Squibb Benzydrofiumethiazide with Potassium Chloride 


Squibb Benzydroflumethiazide 





...extraordinarily effective diuretic. .’ 





1 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 


¢c K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 


zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
¢ K (2.5 ¢ 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 





‘oie 


ecaseantamamanes:) 


Reseda ® sA aban! TRADEMARK, * 
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the 
pleasure 
of * 
- awakening 
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Free of barbiturate “hangover” after a night of deep, refreshing sleep... this is the promise of 
Noludar 300. One capsule at bedtime lulls your patient into undisturbed sleep for as long as 
6 or 8 hours...without risk of habituation, without toxicity or side effects. Try Noludar 300 
for your next patient with a sleep problem. One capsule at bedtime. Chances are he’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mz capsules 


ROCHE LABORATORIES »* Division of Hoffmann-La Roche Inc * Nutley 10, New Jersey 


Sa re 











ico-Metrazol 


the safe ergogenic agent 


é fs 
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Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


t Nico-Metrazol is markedly free of undesirable systemic action. 
It causes wana hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 
times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


~ For information on Vita-Metrazol and Metrazot dosage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY ~=* orance, NEW JERSEY 











Handbook of Aging and the Individual: 
Psychological and Biological Aspects 


JAMES E. BIRREN, Ph.D., editor, 1959. Chicago: 
University of Chicago Press. 939 pages. Illustrated. 
$12.50. 

Aside from Cowdry’s Problems of Ageing, 
which first appeared in 1939 with a revision 


Ke 


by Lansing in 1952, there has been no seri- 
ous attempt to summarize authoritatively 
the body of widely scattered ideas and data 
in the total area of gerontology. The present 
handbook, which is concerned with the bio- 
logic and psychologic bases for changes 
which occur with aging in the individual’s 
behavior and capacities, is the first of 3 to 
appear as part of the program of the Inter- 
University Training Institute in Social Ger- 
ontology. Iwo later volumes will be fo- 
cused on the societal aspects of human 
aging. 

Even though it may be inappropriate at 
present to expect a systematization of the 
total body of knowledge on aging, the 30 
contributors to this handbook have success- 
fully met the needs of a newly established 
area in science by thoughtfully summarizing 
and evaluating research to date, raising 
questions and problems, and suggesting hy- 
potheses for future studies. Thus, this vol- 
ume serves as an authoritative and scholarly 
reference for research investigators in aging 
in the biologic, medical, psychologic, and 
sociologic fields and also provides instruc- 
tional and reference material for institutes 
and courses in gerontology. To medical cli- 
nicians interested in basic research in aging, 
it will prove an excellent reference. Further, 
its sponsors hope that it supplies the sci- 
entific or conceptual bases for future practi- 
cal application in services for the aging. 

Graphs, tables, figures, and photographs 
appear throughout, and bibliographic refer- 
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All books intended for review 
and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


ences follow each chapter. A complete name 

and subject index adds further usefulness 

to the book. Although the volume has had a 

four-year gestation period, the contents and 

references are for the most part current as of 
1959. 

FRANCES C. JEFFERS and 

CARL EISDORFER 

Durham, North Carolina 


Atlas of Exfoliative Cytology, 
Supplement 2 


GEORGE N. PAPANICOLAOU, M.D., Ph.D., 1960. Cam- 
bridge, Massachusetts: Harvard University Press. 100 
pages. Illustrated. 

A second supplement to the Atlas of Exfolia- 
tive Cytology has become available. The 
value of a loose-leaf form of book such as 
this classic atlas in contrast to bound texts 
is here clearly proved. The field of cytology 
is expanding rapidly. As new knowledge, 
methods, and material become available, 
additions to the Atlas may readily be made 
by publishing periodic supplements. 

Supplement 2 contains 16 new colored 
plates with descriptive texts, a chapter on 
circulating blood, and an index for Supple- 
ments 1 and 2. Of the new plates, 3 illus- 
trate cells found in the circulating blood ol 
patients with malignant neoplasms. A 
fourth plate includes cytologic and _histo- 
pathologic material in which malignant cells 
have been recovered in spinal fluid. 

The exceptionally high standard of the 
work has been maintained. ‘The work is a 
most important contribution to the study of 
exfoliative cytology in both research and 
diagnosis. 


ROBERT B. GREENBLATT, M.D. 


Augusta, Georgia 
(Continued on page 32A) 
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to avoid ... the crisis 
chronic bronchitis 


chronic asthma 
emphysema 










Choledy! provides uniformly effective 
bronchodilatation throughout long-term 
therapy. Taken regularly, Choledyl helps 
prevent severe flare-ups in patients with 
chronic respiratory disease (the aging in par- 
ticular) by affording continuous relief from 
debilitating bronchospasm. Gastric irrita- 
tion and other unwanted effects are rare. 


CHOLEDYL 


THE CHOLINE SALT OF THEOPHYLLINE brand of oxtriphylline 


keeps the airways open 


Supplied: 200 mg. tablets (yellow), 
bottles of 100. Precautions: Side ef- 
fects have been minimal but may 
include CNS stimulation or, rarely, 
palpitation. Full dosage information, 
available on request, should be con- 


sulted before initiating therapy. 

















MORRIS PLAINS, N.J. 
makers of Tedral Gelusil Proloid Peritrate Mandelamine 
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.with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DERONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.'” 


Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 





DeERONIL” (Dexamethasone) 0.15 mg. 
lowest dosage anti-inflammatory steroid 


Orphenadrine HCl 


proved muscle relaxant 








Aluminum Aspirin 375 mg. 
fast analgesic relief of motion-stopping pain. 


1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. / 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 





prescribe 


Delenar 


anti-inflammatory 
relaxant 


analgesic 
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New Hope for Stroke Victims 

ROBERT A. KUHN, M.D., 1960. New York: Appleton- 
Century-Crofts, Inc. 206 pages. $4.00. 

Dr. Kuhn has written in popular form a 
book based on the theses that one out of 
four. strokes is due to thrombosis of the 
internal carotid artery and that nearly all 
people who have strokes should have angiog- 
raphy performed and many should have an 
operation on the neck arteries. He believes 
that, in many cases, older people should 
have their neck arteries examined angio- 
graphically once a year. He apparently feels 
that there is only one way of diagnosing a 
stroke due to thrombosis of a neck artery 
and this is by performing angiography. 
whether all this en- 


It is hard to know 


thusiasm is justified. Doubtless, few aging 


physicians could be induced to go every 
year for angiography of their own neck 
arteries. Probably few physicians seeing 


their father fall to the ground with a bad 
stroke would want him to have all the tests 
made on the small chance that his illness 
was not due to a hemorrhage or thrombosis 
in his brain but rather to the thrombosis 


of a carotid artery. There is no question 
that miracles are now being performed in 
some cases of stroke, but there is no ques- 
tion also that physicians must still employ a 
great deal of clinical good sense. All of us 
who have lived and practiced medicine for 
fifty years know very well that any proce- 
dure, and especially a procedure that per- 
forms a few miracles, is certain for a while 
to be used too often in the type of case in 
which it cannot possibly do any good. For 
instance, already the writer is getting any 
number of letters from people who have a 


relative who had a stroke three or four 
years ago and who are now keen to go 
somewhere and have the invalid’s carotid 


arteries explored. Soon we physicians will 
all have to be advised repeatedly and with 
emphasis that one is likely to get results in 
these cases only within a few hours or days 
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cerebral accident. AI- 
ready surgeons who do this type of work 
have reported that, in a number of cases 
when they operated, they found the carotid 
solid cord which could not be 


or weeks after the 


artery a 
opened up. 

The reviewer’s impression from reading 
case reports in which the carotid arteries 
were thrombosed is that one can often tell 
from the somewhat prolonged story—some- 
thing like that of a beginning brain tumor— 
which patient could possibly profit from an 
angiography. The old person who suddenly, 
out of a clear sky, falls to the ground, 
paralyzed on one side and perhaps speech- 
less, is not very likely to be cured by sur- 
gery. 

As so commonly is the case in medi- 
cine when a new technic is discovered, wise 
physicians, while trying to use it in all 
cases in which it could do great good, must 
keep trying not to use it in cases in which 
it can do no good. Incidentally, some case 
reports already in the literature show that 
performing angiography in the neck is any- 
thing but a perfectly safe procedure. 

WALTER CG. ALVAREZ, M.D. 
Chicago 


Gastric Cytology 

RUDOLF OTTO KARL SCHADE, 1960. Baltimore: Wil- 
liams & Wilkins. 81 pages. Illustrated. $8.00. 
This short monograph emphasizes the place 
of gastric cytology as part of a complete 
evaluation of gastric pathology. A brief re- 
view of mortality statistics reminds us of 
the importance of gastric carcinoma and the 
need for improvement in methods of early 
diagnosis. 

The various properties of malignant cells 
are discussed in a general way to acquaint 
the characteristics that 
possible the cytologic diagnosis. The mono- 
graph does not intend to dwell upon spe- 
cific morphologic but there is 
ample evidence to illustrate the cytologic, 
pathologic, and clinical correlation. 


reader with make 


diagnosis, 


The technics most successful to the writer 
are described rather completely, but other 
frequently employed technics are briefly dis- 
cussed and results compared. The prepara- 
(Continued on page 36A) 
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kor the 
irritable 
(5.|. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: 1 tablet t.i.d. at mealtime and 2 at bedtime. 
MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 
®Miltown + anticholinergic 


(V\)) WALLACE LABORATORIES Cranbury, N. J. 





Stops the itch she dreads to scratch 


IN PRURITUS VULVAE — whatever its cause — ES-A-CORT 
helps you control the intolerable itching and embarrass- 
ment within minutes. Clinical experience has proved 
ES-A-CORT’s balanced combination of hydrocortisone, 
estrogen, and vitamin A... potentiated by DOME’s exclu- 
sive ACID MANTLE vehicle... promptly and safely relieves 
inflammation, itching and edema; facilitates healing, and 
restores the normal tonicity, vitality and protective acidity 
of mucosa and skin. 


ES-A-CORT 


CREME (pH 4.6) LOTION 
micronized hydrocortisone al- 
cohol, vitamin A and estrone in 
the exclusive ACID MANTLE® ve- 
hicle. 


DOME CHEMICALS INC. 


Los Angeles WORLD LEADER IN DERMATOLOGIC! 





DERMATOLOGIC 


for 
balanced 
diuresis... 


cardiac edema .- congestive 
heart failure - premenstrual 
tension - edema of pregnancy 


toxemia of pregnancy - obesity 
often invaluable in: epilepsy 
Meénieére’s syndrome - glaucoma 


Ample diuresis for the usual edema- 
tous patient... gentle...without 
excessive distortion of electrolyte 
or normal water patterns...without 
effect on blood pressure. 

Baers tablets of 250 “ Ampuls of 500 mg. for ahi aa use. 


DIAMOX 


Acetazolamide Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York GED 
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tion of the patient and collection of the 
specimen constitute the most important 
phase of the procedure and determine its 
success or failure. 

That the cytologic examination is a diag- 
nostic study, with interpretation dependent 
upon evaluation of all the cellular elements, 
including the nonmalignant epithelium, in- 
flammatory cells, and background material, 
has been nicely illustrated by Schade. The 
significance of this approach is evident in 
the sections on gastritis, pernicious anemia, 
and chronic peptic ulceration. 

The results of his examination of 3,280 
specimens are as outstanding as any pub- 
lished; 97.6 per cent correct positive cytolog- 
ic diagnoses were obtained in 282 cases of 
gastric carcinoma. In 10.5 per cent of these 
cases, the diagnosis was not obtained on 
roentgenologic examination. This significant 
group of cases, undiagnosed by radiology, 
reveals the value of cytologic examination. 
Many of these lesions are early small tumors, 
although a number are the surface carci- 
nomas which Schade has described and il- 
lustrated. 

This is a concise but complete review of 
the background, method, and results ob- 
tained with gastric cytology. Emphasis is 
placed on the importance of adequate fol- 
low-up of cytologic findings with special 
attention to technic employed for examina- 
tion of the surgical specimen. It is some- 
what disappointing that the photographs, 
although of good quality, are accompanied 
by very brief general legends. Since these 
photographs are included as part of the 
monograph, the significant details of cell 
structure might have been elaborated. In- 
stead, cytologic morphology is rather neg- 
lected. This does not, however, detract from 
the worth of this book as an introduction 
and orientation for the clinician in the use 
and value of this diagnostic procedure. 

EILEEN B. KING, M.D. 
San Francisco 





Practical Clinical Management of 
Electrolyte Disorders 
WILLIAM J. GRACE, M.D., 1960. New York: Apple- 
ton-Century-Crofts, Inc. 144 pages. $4.95. 

This handy 130-page book has been written 
primarily for medical students, house offi- 
cers, and practicing physicians. From a prac- 
tical, clinical standpoint, a volume of this 
kind may well fulfill a need not generally 
met by texts that are largely physiologically 
and chemically oriented. 

By the use of illustrative case reports, one 
approaches the problems of electrolyte me- 
tabolism with more awareness of the whys 
and wherefores of the patient’s difficulties. 
Signs, symptoms, and laboratory findings are 
clearly brought out in electrolyte problems 
met with in such conditions as: alkalosis in 
vomiting or prolonged gastric suction, heart 
failure with water and salt retention, acido- 
sis and uremia in renal diabetic 
acidosis, and digitalis and electrolyte dis- 
turbances. 

There is a bibliography at the end of 
each chapter, as well as general references 


disease, 


at the end of the volume. The print is quite 
easy to read, and the index is fairly exten- 
sive. There are a number of good tables, 
but no illustrations other than examples of 
various electrocardiogram tracings found, 
particularly in cases of alteration in serum 
potassium and digitalis effects. 

REUBEN F. ERICKSON, M.D. 


Minneapolis 


Handbook of Neurological 

Diagnostic Methods 

FLETCHER MCDOWELL, M.D., and HAROLD G. 
WOLFF, M.D., 1960. Baltimore: Williams & Wilkins 
Co. 201 pages. Illustrated. $4.50. 

This handbook is a welcome addition to the 
armamentarium of students in physical di- 
agnosis, where they are initially introduced 
to the technics of examination of the nerv- 
ous system, as well as for students 
practitioners of clinical neurology. 

It approaches the problem of interviewing 
and examining the patient in logical se- 
quence. The importance of a carefully de- 
tailed history is given special stress. 

An admirable section is one entitled “Dis- 


and 


(Continued on page 42A) 
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what TWISTON does for your allergy patient 


Tw rs Ton: 


takes him out of this 
CIASS: SZZS22ZF233 


TE EEEELELELE LE 4 
puts him into this 


class: 
IIIII9S ag. 


444646464646464646064604 


bps 
? 











TWISTON is “tailor-made” to keep your al- 
lergy patient alert. Twiston is unsurpassed 
for symptom control. Twiston is effective in 
unusually low dosage: has a prolonged dura- 
tion of action—drowsiness rarely occurs. No 
toxicity reported. 


U.S. PATENT PENDING 
Mc N E I L McNeil Laboratories, Inc., Philadelphia 32, Pa, 








TWISTON 
...anti-allergic 
...anti-side effects 


available as: 

Tablets 

rw isTron, Ame. 
Tablets 
rwisTonNn FR-A. 
(Repeat Action Tablets), hung. 


















per place... 


in the daily diet 


The average serving of 100 gm. of lean pork provides 


a modest 250 calories,;) 










Compare the fat content of lean pork with that of 
other lean meats. 


Pork outranks other high-protein foods in its con- 


tribution of thiamine,p)) 


Pork provides an important amount of other B vita- 
mins 


Pork contributes significant amounts of the essential 

~ minerals. iron, copper and phosphorus, 
magnesium and potassium, supplied in 
a form that the body can use readily. 


_ 


. Leverton, R.M., and Odell, G.V.: The Nutritive Value 
of Cooked Meat, Oklahoma Agricultural Experiment 
Station, Oklahoma State University, Miscellaneous 
Publication MP-49, 1958 


Use PORK —to tempt jaded appetites 
/ 


The nutritional statements made in this advertisement have been reviewed by the 
Council on Foods and Nutrition of the American Medical Association and found 
consistent with current outhoritative medical opinion 


AMERICAN |MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 












“just right” relief from pain 
..be it subtle or severe 


The need for relief of suffering can be met effi- 
ciently and with a high degree of safety with 
the ‘Empirin’ family of analgesics...carefully 
graded to give the proper degree of analgesia 
for each degree of pain. 


‘TABLOID’ 


‘EMPIRIN’ COMPOUND’ 


Acetophenetidin ... . . gr.2% 
Acetylsalicylic Acid... . gr.3% 
CAMEINGT:.+ tos keto wbe gr. 


‘TABLOID’ 


WITH 





Al, 4 
CODEINE PHOSPHATE — gr. % NO. | 


CODEINE PHOSPHATE — gr. %4 NO. 7 


CODEINE PHOSPHATE — gr. NO. 3 


CODEINE PHOSPHATE — gr. 1 No. 4 


*Subject to Federal Narcotic Regulations. 
Available on oral prescription where 


Aral state law permits. 
= ne 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe, New York 








EMPIRIN’ COMPOUND 





earaches, dysmenorrhea and neuralgia 


al 4 & 
organic disease, muscle spasm and migraine 


fractures, synovitis and bursitis 

















for relief of painful leg cramps 
of peripheral vascular disease 
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Isoxsuprine hydrochloride, Mead Johnson 





myo- <= -vascular relaxant 


increases deep peripheral circulation by direct action 
...without troublesome side effects 
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SIMPLE OFFICE TEST* EXPEDITES TREATMENT 





A recent report* shows 
that peripheral arterio- 
sclerosis as a cause of in- 
termittent claudication 
is frequently overlooked 
because early in the dis- 
ease the patient may 
have adequate pedal 
pulses if he is examined 
only at rest. 














Palpating pedal pulsation 
at rest. 


In 13 patients with fatigue, aching or severe leg 
cramps, all of whom had readily palpable pedal 
pulses at rest, DeWeese* demonstrated disappear- 
ance of these pulses following sufficient exercise to 
bring on pain. In his test, patients ran in place at 
140 to 160 steps a min- 
ute until claudication 
occurred. A_ possible 
explanation of this phe- 
nomenon “...is based on 
the shunting of the in- 
sufficient blood supply to 
smaller, vasodilated ar- 
teries so that weakened 
pulsations are observed 
in the larger arteries.”’* 














Exercising patient prior to post- 
exercise palpation of pulses. 


Based on his findings, DeWeese recommends “...that 
an exercise test be performed on any patient with 
symptoms suggestive of 
intermittent claudica- 
tion who has palpable 
pedal pulses [at rest], be- 
fore obstructive athero- 
/ sclerosis is ruled out asa 

%X cause of thesymptoms.””* 











Awareness of this phe- 
Postexercise shunting of blood nomenon, with routine 
into dilated collaterals. performance of the ex- 
ercise test, will undoubtedly help increase early diag- 
nosis of peripheral vascular disease. Consequently, 
treatment can be instituted sooner, improving the 
likelihood of a favorable response to therapy. 





“DeWeese, J. A.: New England J. Med. 262:1214-1217 (June 16) 1960. 





pedal pulses key 


‘al vascular disease 


VASODILAN IS CLINICALLY EFFECTIVE 


“Tsoxsuprine hydrochloride [VASODILAN] was ad- 
ministered orally for a median period of seven 
months to 46 patients suffering from arteriosclerosis 
obliterans. Objective improvement could be demon- 
strated in...[about 85 per cent] of these.’’! 


“Tsoxsuprine [VASODILAN] was used in the man- 
agement of arteriosclerosis obliterans in 46 pa- 
tients....”” The average “maximal walking distance, 
measured in 41 patients, more than doubled...dur- 
ing isoxsuprine [VASODILAN] therapy....’”2 


“With strictly a clinical office approach, isoxsuprine 
[VASODILAN] was used in the treatment of 100 
patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per 
cent of these patients.’ 


VIRTUALLY NO SIDE EFFECTS WITH ORAL DOSAGE! 


“On an oral dose...no side effects have occurred.’ 
“With oral administration, there are no contraindi- 
cations.’ “There were no significant side-effects... 
suggestive of the existence of contraindications.””! 


Contraindications: There are no known contraindications to 
oral administration of VASODILAN in recommended doses. 


Cautions: VASODILAN should not be given immediately post- 
partum or in the presence of arterial bleeding. Parenteral 
administration is not recommended in the presence of hypo- 
tension or tachycardia. Intravenous administration is not 
recommended because of the increased likelihood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness can 
usually be controlled by dosage adjustment. Single intramus- 
cular doses of 10 mg. or more may result in hypotension or 
tachycardia. 


Dosage and administration: Orai—10 to 20 mg. (1 to 2 tablets) 
t.id. or q.i.d.; I.M.—5 to 10 mg. b.i.d. or t.i.d. 


Supplied: 10 mg. tablets in bottles of 100; in 2 cc. ampuls con- 
taining 10 mg. (5 mg./cc.) for intramuscular use, boxes of 6. 


For complete details on indications, dosage, administration, 
and clinical background of VASODILAN, see the brochure of 
this product available on request from Mead Johnson Labora- 
tories, Evansville 21, Indiana. 


References: (1) Samuels, S. S., and Shaftel, H. E.: J.A.M.A. 171:142-144 
(Sept. 12) 1959. (2) Kaindl, F; Samuels, S. S.; Selman, D., and Shaftel, H.: 
Angiology 10:185-192 (Aug.) 1959. (3) Clarkson, I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June) 1960, 
Mead Johnson 
Laboratories 


Symbol of service in medicine 
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orders Involving Personality and Life Ad- 
justment.” This serves to guide the student 
in assessing the subject’s personality and 
patterns of adjustment. It includes helpful 
aids in evaluating the highest integrative 
functions. “A Quick Verbal Intelligence 
Test” is given, easy to apply and to score. 

The section devoted to the physical and 
technical aspects of the examination is cap- 
tioned “Examination of Effector and Recep- 
tor Functions.” This guides the student in 
the usual sequential examination. 

Over half of the manual is given over to 
technics of special diagnostic procedures: 
spinal punctures, pneumoencephalography, 
myelography, skull radiology, special tests 
for smell, visual field examination, ocular 
mobility, bladder cytometry, electroenceph- 
alography, audiometric and labyrinthal test- 
ing, and evaluation of language dysfunction. 

The handbook concludes with a series of 
short summaries for the evaluation and 
management of the patient in coma, the 
acute head-injured patient, the delirious pa- 
tient, the epileptic in status, and the patient 
in ventilatory failure. 

MABLE G. MASTEN, M.D. 
Miami, Florida 


Clinical Endocrinology | 

EDWIN B. ASTWOOD, M.D., 1960. New York: Grune 
& Stratton. 709 pages. Illustrated. $18.75. 
Clinical Endocrinology I is the successor to 
previous volumes known as Progress in Clin- 
ical Endocrinology, published by Grune and 
Stratton. This book is not, and is not meant 
to be, a textbook but rather is a collection 
of articles representing the newest thoughts 
of authors well versed in particular fields of 
clinical endocrinology. As such, this book is 
far more authoritative than any written by 
one or two authors. The 68 chapters that 
comprise this volume are divided into 8 
subheadings: (1) pituitary (8 chapters) , 
(2) thyroid (13 chapters), (3) parathyroid 
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(3 chapters), (4) pancreas (7 chapters), 
(5) adrenal (8 chapters), (6) reproductive 
system (11 chapters), (7) selected topics 
(6 chapters), and (8) hormone assays and 
special tests (12 chapters) . 

Although the title implies a clinical ap- 
proach to the subject matter, actually no 
lines between clinical and nonclinical have 
been drawn, and there is much that is basic 
science, affording the clinician a better un- 
derstanding of normal and abnormal endo- 
crine processes in human beings. Classic and 
well-established material has not been fully 
covered in this volume, and many common- 
place subjects have been ignored. The edi- 
tor selected topics largely on the basis of 
their importance and current interest to 
readers. 

A great deal of information is afforded 
the reader of this volume. It is recommend- 
ed to medical students, internists, and all 
physicians interested in clinical and research 
aspects, for endocrinology is a broad field 
of science that pervades every discipline in 
medicine. 

ROBERT B. GREENBLATT, M.D. 


Augusta, Georgia 


Why Patients See Doctors 
SEYMOUR STANDISH, JR., BLAIR M. BENNETT, 
KATHLEEN WHITE, and L. E. POWERS, M.D. Seattle: 
University of Washington Press. 94 pages. $2.50. 
This excellent little book is very interesting 
because it shows how many patients physi- 
cians in different types of practice see on 
the average every day. The sample was a 
good one of over 73,000 patients seen on 
four typical days in the state of Washington. 
Apparently, in 1953, the average person in 
Washington consulted a physician about 5 
times. General practitioners usually see 
more patients each day than do specialists. 
For instance, on the average, the general 
practitioner in the country sees 29 patients 
a day. Specialists, on the average, see 20 pa- 
tients a day. Osteopaths, on the average, 
see 21 patients a day. 

The general practitioners see 17 per cent 
of their patients for health supervision, 15 
per cent for respiratory diseases, 11 per cent 


for accidents, 8 per cent for cardiovascular 


(Continued on page 48A) 
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relieves rigidity 

and reduces muscle spasm 
in the 

parkinson patient 


Me 
PHENOAENE 


Waal anh al dala d lem orolaalolelelale| 


| “Chlorphenoxamine (Phenoxene) exerts a gentle yet potent action . . . a muscle 
? relaxant action also an energizing and stimulating action, without induction of 
excitement or agitation. Patients are able to move faster and more freely and with 
greater strength and longer endurance. It helps to loosen rigid muscles, and it 
successfully counteracts akinesia, tiredness, and weakness.” * 


*Doshay, L. J., and Constable, K.: Treatment of Paralysis Agitans with Chlorphenoxamine Hydrochloride, J.A.M.A. 
170:37 (May 2) 1959. 


A REPRINT OF THE COMPLETE ARTICLE AND CLINICAL TRIAL SUPPLIES ARE AVAILABLE ON REQUEST. 








p rial PITMAN-MOORE COMPANY 


hy / | DIVISION OF ALLIED LABORATORIES, INC, e INDIANAPOLIS 6, INDIANA 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 


months, ring size decreased consistently — 


objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
indices, i.e., pain on motion, tenderness, 
swelling and morning stiffness. 


»plied: as 0.75 mg.and 0.5 mg. scored, pentagon-shaped tablets 

tles of 100. Also available as Injection DECADRON Phos 

ew Elixir DECADRON. Additional information on 

CADRON is available to physicians on request, DECADRON 
trademark of Merck & Co., Inc 

Reference: 1. Bunim, J. J.,in Hollander, J. 1 Arthritis and Allied 


Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364, 


MQo) MERCK SHARP & DOHMI 
Division of Merck & Co., INC., West Point, Pa. 


Decadron) 


TREATS MORE PATIENTS MORE EFFECTIVELY 





wherever 
monilial superinfection 
is a particular hazard* 


nw Gosa-Terrastatin’ 


OXYTETRACYCLINE WITH GLUCOSAMINE PLUS NYSTATIN 


*patients requiring high 
or prolonged 
antibiotic dosage 








| *patients 
| receiving 
corticosteroid 


therapy | 


*women, particularly 
during pregnancy 








_ 


*infants 








IN BRIEF \ 


Cosa-Terrastatin provides the estab- 
lished antibiotic dependability of oxy- 
tetracycline (Terramycin®) with the 
potent antifungal activity of nystatin; 
inclusion of glucosamine enhances the 
absorption of Terramycin. Nystatin has 
a significant prophylactic action against 
monilial overgrowth. 


INDICATIONS: Effective against both 
gram-positive and gram-negative bac- 
teria, rickettsiae, spirochetes, large 
viruses, and certain parasites (amebae, 
pinworms), Cosa-Terrastatin is indi- 
cated in a great variety of infections due to susceptible organisms, 
¢.g., infections of the respiratory, gastrointestinal, and genitouri- 
nary tracts, surgical and soft-tissue infections, ophthalmic and 
otic infections, and many others. The added protection afforded 
by Cosa-Terrastatin against monilial superinfection is especially 
important for those patients who are most likely to be susceptible 
to the overgrowth of Candida albicans. 


*debilitated or 
elderly patients 








ADMINISTRATION AND DOSAGE: Adults: Dosage providing 1 Gm. 
of oxytetracycline daily in four divided doses is usually effective. 
In severe infections, 2-4 Gm. daily may be indicated. Infants and 
children: 10-20 mg. of oxytetracycline per lb. of body weight daily. 


capsules and for oral suspension 


the antibiotic effectiveness of 
Terramycin enhanced 
with antifungal activity 





& 


*diabetics 











SIDE EFFECTS AND PRECAUTIONS: If 
superimposed infection caused by re- 
sistant staphylococci is observed, the 
antibiotic should be discontinued, and 
a therapeutic trial of other antibiotics 
as indicated by susceptibility testing 
may be initiated. Aluminum hydroxide 
gel has been shown to decrease anti- 
biotic absorption and is therefore con- 
traindicated. Glossitis and allergic 
reactions are rare. Nystatin is virtually 
nontoxic and nonsensitizing ; side effects 
are seldom observed. There are no 
known contraindications to glucosamine. 


SUPPLIED: Cosa-Terrastatin Capsules, 
250 mg. of oxytetracycline with 250 mg. 
of glucosamine and 250,000 units of 
nystatin, bottles of 50. Cosa-Terrastatin 
for Oral Suspension, each 5 cc. tea- 
spoonful of reconstituted suspension 
contains 125 mg. of oxytetracycline 
with 125 mg. of glucosamine and 
125,000 units of nystatin, 60 cc. bottles. 


More detailed professional information 
available on request. 


Science for the world’s well-being®/ PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6,New York 
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how does Mellaril differ from other potent tranquilizers? 


at 


Mellaril 


THIORIDAZINE HCI 


specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
jaundice 


Parkinsonism 
blood dyscrasia 


dermatitis 





greater specificity of tranquilizing 
_action results in fewer side effects 





Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 





“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. , 
















(Continued from page 42A) 


r 


diseases, 7 per cent for genitourinary dis- 
eases, and 6 per cent for digestive troubles. 
Of the women, 7 per cent come in for pre- 
natal care. To internists, 23 ‘per cent of the 
patients come for cardiovascular disease, 9 
per cent for digestive troubles, 8 per cent 
for respiratory troubles, 6 per cent for men- 
tal troubles, and 5 per cent for allergies. 
The types of practice seen by the several 
specialists are well described and classified. 
Interesting is chapter 5 on the type of 
practice seen by osteopaths. According to the 
study, the patients seen by osteopaths con- 
stitute a highly selected group. Most of them 
are in the middle years of life. The osteo- 
paths see few children and older patients. 
The osteopath’s training should enable him 
to serve as a family doctor, but 24 per cent 
of his patients come to him because of 
accidents, 16 per cent complain of musculo- 
skeletal troubles, 10 per cent complain of 
nervous troubles, and 9 per cent have re- 
spiratory troubles; 6 per cent come in for 
health supervision. Only 0.7 cases are seen 
for childbirth or diseases and malforma- 
tions of infants. About 10 per cent of the 
osteopaths’ patients come in for sprains and 
strains of the back, and 6 per cent complain 
of strains around the sacroiliac region; 5 
per cent complain of muscular rheumatism, 
and 2 per cent complain of arthritis. 
WALTER CG. ALVAREZ, M.D. 
Chicago 


New Books Received 





Books and publications received will be listed 
here periodically, and such mention must be 
regarded as sufficient return for the courtesy of 
the sender. Books of special interest to our read- 
ers will be reviewed as space permits. Additional 
information about all listed books will be gladly 
furnished on request. 


Home Care of the Incontinent Patient. ONETA WIL- 
LIAMS, R. N., 1961. New York: Chicopee Mills Di- 
vision of Johnson & Johnson. Available to physicians 
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at no cost for distribution to patients. 
Illustrated. 


23 pages. 


Aging—Some Social and Biological Aspects. NATHAN 
W. SHOCK, editor, 1960. Washington, D.C.: Ameri- 
can Association for the Advancement of Science. 410 
pages. Illustrated. $8.50. 


Radiation: Use and Control in Industrial Application. 
CHARLES W. SHILLING, M.D., 1960. New York: 
Grune & Stratton. 218 pages. Illustrated. $6.75. 


Meaning and Methods of Diagnosis in Clinical Psy- 
chiatry. THOMAS A. LOFTUS, M.D., 1960. Philadel- 
phia: Lea & Febiger. 153 pages. $5.00. 


Modern Nutrition in Health and Disease. MICHAEL 
G. WOHL, M.D., and ROBERT S. GOODHART, M.D., 
editors, 1960. Philadelphia: Lea & Febiger. 1,084 
pages. Illustrated. $18.50. 


Surgical Errors and Safeguards. Fifth Edition. MAX 
THOREK, M.D., 1960. Philadelphia: J. B. Lippincott. 
619 pages. Illustrated. 


New and Nonofficial Drugs—1961. Evaluated by 
A.M.A. COUNCIL ON DRUGS, 1961. Philadelphia: J. 
B. Lippincott. 822 pages. IIlustrated. $4.00. 


Medicine as an Art and a Science. A. E. CLARK- 
KENNEDY, M.D., and C. W. BARTLEY, M.D., 1960. 
Philadelphia: J. B. Lippincott. 408 pages. $6.25. 


Emotional Maturity. LEON J. SAUL, M.D., 1960. 
Philadelohia: J. B. Lippincott. 372 pages. Illustrated. 
$6.50. ; 
Regulation of the Inorganic lon Content of Cells. G. 
E. W. WOLSTENHOLME, M.A., and CECILIA M. 
O'CONNOR, B.Sc., editors, 1960. Boston: Little, Brown 
& Co. 93 pages. Illustrated. $2.50. 


Recent Advances in Public Health. J. L. BURN, M.D., 
1960. Boston: Little, Brown & Co. 363 pages. Il- 
lustrated. $10.00. 


Human Pituitary Hormones. G. E. W. WOLSTEN- 
HOLME, M.A., and CECILIA M. O’CONNOR, B.Sc., 
editors, 1960. Boston: Little, Brown & Co. 321 pages. 
Illustrated. $9.50. 


Haemopoiesis: Cell Production and Its Regulations. 
G. E.W. WOLSTENHOLME, M.A., and MAEVE O’CON- 
NOR, B.A., editors, 1960. Boston: Little, Brown & 
Co. 466 pages. Illustrated. $11.00. 


Symposium on Congenital Malformations. G. E. W. 
WOLSTENHOLME, M.A., and CECILIA M. O’CONNOR, 
B.Sc., editors, 1960. Boston: Little, Brown & Co. 292 
pages. Illustrated. $9.00. 


Collected Papers and Clinical Conferences of the 
Oak Forest Hospital. GRACE WENDLAND, editor, 
1955. Oak Forest, IIl.: Oak Forest Hospital of Cook 
County. 170 pages. Illustrated. 


Nurses Can Give and Teach Rehabilitation. MILDRED 
J. ALLGIRE, R.N., and RUTH R. DENNEY, R.N., 1960. 
New York: Springer Publishing Co. 61 pages. Il- 
lustrated. $1.25. 


Diagnosis and Treatment of Diseases of the Trachea 
and Bronchi. HERMAN J. MOERSCH, M.D., and 
HOWARD A. ANDERSEN, M.D., 1960. Springfield, 
\Il.: Charles C Thomas. 105 pages. Illustrated. $4.25. 
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co-ordinates antispasmodic/sedative action 
for smooth therapeutic control 


BUTIBEL offers an important clinical refinement in the relief of gas- 
tro-intestinal spasm...co-ordination of the reliable antispasmodic and 
antisecretory activity of Ext. belladonna 15 mg. and the intermediate 
sedative action of BUTISOL SODIUM? butabarbital sodium 15 mg. 


on ”’ Since these two 
“fp components have essentially the same duration of 
4 action, BUTIBEL makes possible an even, time-matched 
therapeutic continuity for balanced control of both tension and 
spasm, without the ‘‘cumulative drag”’ so many patients experience 
with phenobarbital. 








| Mc NEI L] McNEIL LABORATORIES, INC., Pritsdeiphia, 22, pa 




















“CONCLUSIONS 


QUINAGLUTE 


DURA-TAB S.M. 


a 
al Sustained Medication™ Quinidine Glucon 


“IN ATRIAL FIBRILLATION ” 
Es 


e effectively maintained normal sinus rhythm in almost all 
cases. 





q. 12 h. dosage usually sufficed to maintain adequate serum 
levels. 





no night dosage needed —a single late evening dose avoided 
recurrence of fibrillation. 


from 8 to 12 hours after administration, ‘‘definitely higher” 
serum quinidine levels than with ordinary quinidine sulfate. 


QUINAGLUTE DURA-TAB S.M. — a quinidine of 


choice in atrial fibrillation, flutter, premature contractions, 
auricular tachycardia. Bottles of 30, 100 and 250. 


For sample supply and reprint write... 


For dosage, 
W Y N PHARMACAL \W 4 
CORPORATION PDR 
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1 DIMETAPP Extentabs 


LET YOUR PATIENTS BREATHE EASIER! 


In sinusitis, colds and other upper respiratory and 
allergic disorders, new DIMETAPP Extentabs offer 
more useful decongestant therapy. 


UNSURPASSED RELIEF OF NASAL CONGESTION: 
In DIMETAPP Extentabs, the unexcelled antihista- 
mine, Dimetane, and two outstanding decongest- 
ants—phenylephrine and phenylpropanolamine — 
promptly dry secretions and reduce edema and 
congestion in the nose, the sinuses, and the upper 
respiratory tract. 

CLEAR BREATHING FOR 12 HOURS ON 1 TABLET: 
Long-acting DIMETAPP Extentabs offer up to 
12-hour relief on just one tablet. Easier-to-use 
DIMETAPP reaches into areas which nose drops or 


sprays can't touch—without rebound congestion. 
EXCEPTIONAL FREEDOM FROM SIDE EFFECTS: 
DIMETAPP Extentabs are exceptionally free of side 
reactions. Dimetane offers a high percentage of 
relief with only drowsiness as a possible, infrequent 
side effect. Small, fully efficient dosages of decon- 
gestants minimize overstimulation. 


DIMETAPP Extentabs contain Dimetane® (parabromdylamine [bromphen- 
iramine] maleate) 12 mg.,phenylephrine HC! 15 mg.,and phenylpropanol- 
amine HC! 15 mg. 
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Meaning of Religion to the 
Aged and the III 


tO THE EDITORS: 


I recently had occasion to read an article 


in the September issue of your magazine, 
The “The 
Meaning of Religion to Older People.” I 


Geriatrics. article was entitled, 
was quite surprised to read the author’s 
opinion that she considered as empirical 
such statements as “People turn to religion 
as they get older” and “People ask for more 
spiritual help when they are ill.” 

The doctor’s remarks on this subject were 
definitely on the negative side. It was, ad- 
mittedly, the viewpoint of a physician. At 
the end of the article, the doctor expressed 
the hope that her remarks would serve as 
a starting point for more discussion on this 
subject. 

I would like to take this opportunity to 
present the positive side to this question, 
offering the viewpoint of a clergyman. I 
definitely do not consider as merely empiri- 
cal such statements as “People turn to reli- 
gion as they get older” and “People ask for 
more spiritual help when they are ill.” I 
rather consider these statements to be ex- 
pressions of truth based on sound knowl- 
edge, theological doctrine, and actual expe- 
rience. Such truths are but the outcropping 
of the very nature of man and of the pur- 
pose for which God made him. They are 
just another way of expressing St. Augus- 
tine’s venerable and time-tested statement of 
truth: “The heart of man is made for God 
and it is restless until it rests in Him.” 
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The nature and purpose of man is such 
that he is to find happiness and perfection 
in knowing, loving, and serving the Supreme 
Being. Man was endowed by his Creator 
with an able to 
know the truth. Man was endowed by his 


intellect in order to be 
Creator with a will in order to be able to 
seek the good. But, in this world in which 
we are now living, our wills and intellects 
never attain the complete and adequate ob- 
jects toward which they tend. Our wills are 
ever seeking some better good and our intel- 
lects are restlessly searching for more knowl- 
edge and truth with which to keep them- 
selves occupied. Show me the man who has 
reached ful fill- 
is of 


complete satisfaction and 
this world. It 


the very nature of man to seek for the ulti- 


ment of his nature in 


mate good and to attain the summation of 
all truth. And only God is the Ultimate 
Good and only God is the Summation of 
all Truth. 

In view of the nature and purpose ol 
man, then, we can see how reasonable and 
how natural it is for man to turn more to- 
ward God in the declining years of his life. 
If a man has not given much attention to 
God in his earlier years, the natural tend- 
encies of the soul should and will push 
themselves to the fore in the declining years 
when other interests in life, or distractions, 
we might say, begin to wane. If the deep- 
seated needs of the soul to know and love 
God are not realized in these declining years, 
then, I fear, our problems of the aged are 
going to be all the more aggravated. The 
loneliness, insecurity, sense of uselessness, 
mental breakdown among the aged, even 
the danger of suicide, will be accentuated 
to an outstanding degree. 

If space allowed, I could go on to cite a 
number of incidents in my own experience 
which bear out the fact that people do turn 
to religion as they get older and do ask for 
more spiritual help when they are ill. And 
this is not something that I alone have ex- 


perienced, but it is the experience of many 
others in my profession. But the limitations 
of a “letter to the editor’ do not permit 
too much elaboration. 


REV. FR. AQUINAS SCHNEIDER, O.F.M. 
Santa Fe, New Mexico 
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“It’s about time we had an analgesic It’s ab 
that doesn’t keep postoperative patients | ndue 
knocked out. I’d like to see them awake J a mbuyl 


after operation. I’d worry less about patien 


“It’s about time someone developed a 
hypostatic pneumonia and venous stasis] 4, age 


good analgesic that controls pain and 
also allows the patient to stay awake and doesn’ 


cooperate better with the nursing staff.” 
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Brand of piminodine chemin rT a 
Alvodine is the first narcotic analgesic that provides practicallf constipé 
“pure” analgesia. It relieves pain without causing drowsines§ fully eff 
(93.7 per cent of 1577 patients) or significant euphoria (99§ for quic 
per cent). When sleep follows the administration of Alvodine, if Alvodi: 
is due to relief of pain, not to hypnosis. In therapeutic dosage from 25 
Alvodine is safer than morphine because it has little effect of Alvodi 
respiration and circulation. Nausea and vomiting are rare follov§ cutaneo 
ing its use. Unlike codeine and morphine, it does not caus every fo 








“The time is here— 
and the drug is Alvodine. 
Alvodine relieves pain as well as morphine 
does, without causing hypnosis and with 
virtual absence of drowsiness. It should 
be the answer to your problems.” 


‘It’s about time a strong analgesic without 
undue sedative action was available for 
wake ambulatory patients. Many of my cancer 
it [patients who are up and around could use 
tasis.] an agent that doesn’t make them drowsy, 
doesn’t force them to bed too soon.” 
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€ new approach to “pure” analgesia 


Ifonal 


tical) constipation. In contrast to most other analgesics, Alvodine is 
wsinesf fully effective when administered orally. Injection may be given 
a (99)§ for quick action or when parenteral use is indicated. 

dine, if Alvodine tablets, 50 mg., scored. Average oral dose for adults: 








dosage from 25 to 50 mg. every four to six hours as required. (Ii) 

ffect olf Alvodine ampuls, 1 cc. containing 20 mg. per cc. Average sub- iithnop LABORATORIES 
follow cutaneous or intramuscular dose for adults: from 10 to 20 mg. New York 18, N. Y. 
t caus§ every four hours as required. Narcotic Blank Required. *Alvodine, trademark. 
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How new Dianabol rebuilt muscle tissue 
in this underweight, convalescent patient 


Patient was weak and emaciated 
before Dianabol. R. C., age 51, 
weighed 160 pounds following sur- 
gery to close a perforated duodenal 
ulcer. His convalescence was slow 
and stormy, complicated by pneu- 
monia of both lower lobes. Weak 
and washed out, he was considered 
a poor risk for further necessary 
surgery (cholecystectomy). Because 
a conventional low-fat diet and mul- 
tiple-vitamin therapy failed to build 
up R. C. sufficiently, his physician 
prescribed Dianabol. 
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Patient regains strength on Dianabol. 
In just two weeks R. C.’s appetite 
increased substantially; he had gained 
9% pounds of lean weight. His mus- 
cle tone was improved, he felt much 
stronger. After 4 weeks, he weighed 
176 pounds. Biceps measurement 
increased from 10” to 11%”. For the 
first time since onset of postopera- 
tive pneumonia, his chest was clear. 
Mr. C.’s physician reports: “He 
tolerated cholecystectomy very well 
and one week postop felt better than 
he has in the past 2 years.” 





Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism 
Dianabol builds lean tissue and i¢ 
stores vigor in underweight, debili 
tated, and dispirited patients. In 
patients with osteoporosis Dianabo 
often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol 
has been proved 10 times as effec 
tive as methyltestosterone. Yet it has 
far less androgenicity than testos 
terone propionate, methyltestoster 
one, or norethandrolone. 

Because it is an oral preparation, 
Dianabol spares patients the incor 
venience and discomfort of paren 
teral drugs. 

And because Dianabol is low in 
cost, it is particularly suitable for the 
aged or chronically ill patient who 
may require long-term anaboli 
therapy. 


Supplied: Tablets, 5 mg. (pink, 
scored); bottles of 100. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


For complete information about Dianabdl 
(including dosage, cautions, and side effects) 
see Physicians’ Desk 
Reference or write a) 
CIBA, Summit, N. J. a? —_— 
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U.S. Pat. No. 2,055,039 
pink, Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- = awe 
[ agement of serum cholesterol. It contains 2 to 3 times as ——e 
) much natural linoleic acid as any other margarine readily The average daily intake, two ounces or 56.8 Gm. 
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BA) times as much as butter. It contains no dairy or animal —-Linolele acid .. — 
Oleic acid ae 236m, 
fats, no coconut oil, and no cholesterol. _ Saturated fatty acids 
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quality margarines:as to taste, aroma and handling Vitamin A. ; 
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aa liquid Mazoua Corn Oil—is NOT hydrogenated, thereby yemium quality margarines, in 1-1b. packages. (four 
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Send for free booklet: 
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Benztropine Methanesulfonate 
Parkinson’s disease does not have to mean a retreat from living or reluctance to face family and friend 
Treatment with “CocENTIN often causes a diminution or disappearance of the typical parkinsonian facie 
It has the ability to control severe tremor and may control sialorrhea better than atropine.”! Severe rigidity 
contractures, and frozen states also respond to CocENTIN. Its prolonged action permits 24-hour control ( 
symptoms with one bedtime dose.* 





Before prescribing or administering CocENTIN, the physician should consult the detailed information on use panying the package or ilable on reques! 
Supplied: Tablets CocenTIN (quarterscored), 2 mg., bottles of 100 and 1000. New dose form: Injection CocENTIN, 1 mg. per cc., ampuls of 2 cc., boxes off 
References: 1. Finkel, M. J.: M. Times 86:1391, 1958. 2. Doshay, L. J., and Boshes, L.: Postgrad. Med. .27:602, 1960. 3. A. M. A. Council on Dri 
New and Nonofficial Drugs 1960, Philadelphia, J. B. Lippincott Company, 1960, p. 264. CocENTIN is a trademark of Merck & Co., Inc. 
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Osteoarthritis 
and old age 


ROBERT M. STECHER, M.D. 
CLEVELAND 


Osteoarthritis, formerly thought of 
as a generalized degenerative joint 
disease, has been shown to be a 
collection of particular diseases, dif- 
fering from each other in joints in- 
volved, sex ratio, age of onset, rela- 
tion to the menopause, and heredi- 
tary factors. 


ROBERT STECHER serves in the Depart- 
ment of Medicine, Western Reserve 
University Medical School at Metro- 
politan General Hospital, Cleveland. 
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Mi No symposium in geriatrics today is 
complete without a discussion of osteo- 
arthritis. This entity is thought to be in- 
timately related to the aging process. It 
is also thought that osteoarthritis is a 
generalized disease, a degenerative dis- 
ease, and a disease of ischemia. It is the 
purpose of this study to examine each 
of the above theses critically and to 
compare osteoarthritis with the usual 
changes of age. 


Normal Cartilage Physiology 


Since osteoarthritis has long been ex- 
plained as the result of deterioration of 
cartilage, it will be well to begin our 
discussion with a review of normal car- 
tilage physiology. An informative study 
of this subject has recently appeared 
which revises some of the previously ac- 
cepted conceptions. Johnson! has shown 
that cartilage is a living, dynamic, ever- 
changing tissue responding promptly to 
alterations in activity, environment, nu- 
trition, and trauma. He has shown that 
it takes up and expels water freely from 
the synovial fluid, thus changing its vol- 
ume promptly as much as 10 per cent. It 
proliferates and grows faster with exer- 
cise or work; it shrinks and atrophies 
with rest and disuse. These changes have 
been observed by careful roentgen stud- 
ies. Cartilage is composed of 3 distinct 
layers: (1) the growth layer next to the 
subchondral plate where cells divide and 
multiply, (2) a thicker elastic function- 
al layer, and (3) a superficial tangential 
layer of old degenerated or dead cells, 
which are continuously being exfoliated 
and shed. The condition of cartilage, 
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whether healthy, active, and growing or 
aged, inactive, or sick, can be deter- 
mined by its 


histologic appearance. 
When healthy, and growing, 


there are many large nuclei often show- 


active, 


ing mitosis in the growing layer. In the 
elastic layer, the cells show activity by 
actively producing chondroitin and 
showing a large proportion of matrix to 
nuclei. When cells are aged, inactive, or 
sick, the nuclei of the cells of the grow- 
ing layer are small and pyknotic, and the 
elastic layer shows a smaller proportion 
of matrix than normal. 

Cartilage itself has no circulation. It 
derives its nourishment and excretes its 
waste products by diffusion with the syn- 
ovial fluid and the capillary bed in the 
subchondral plate. When diffusion is in- 
sufficient because of lack of the kneading 
action of succession of pressures and re- 
leases, probably also because of nutri- 
tion deficiency or simply because it has 
grown too thick for diffusion to suffice, 
cartilage degenerates, ossifies, and be- 
comes invaded by blood vessels and bone 
marrow. Thus, bone spurs are formed. 

It is often overlooked that articular 
cartilage plays a significant role in bone 
growth, not so effective perhaps as epi- 
physial cartilage but nevertheless essen- 
tial. This is obvious if one considers the 
normal changes in size and shape of ends 
of long bones peripheral to the epiphy- 
ses in the period from birth and maturi- 
ty. As Johnson points out, each end of 
the femur grows 18 to 25 mm. during 
this time. This is insignificant in the 
over-all length of the femur. However, 
2-mm. growth in 12 joint surfaces be- 
tween the wrist and the finger tips makes 
the acromegalic band. Bone growth 
under joint cartilage produces a mold- 
ing action that can change the shape 
and size of bone ends considerably. The 
head of a bone may wear away on one 
side and build up on another, with the 
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former joint surface shown by the rem- 
nants of the subchondral plate. 

In various conditions of aging, the 
shedding of cartilage progresses faster 
than proliferation. As cartilage is 
thinned, the elastic cushion is impaired, 
and greater stress is placed on the under- 
lying bone which reacts by proliferation, 
thickening the subchondral plate. Carti- 
lage is not worn away over the non- 
pressure areas, particularly over the 
edges of the joint surface. It may even 
thicken there, deteriorate, ossify, and 
produce peripheral spurs. This process 
is usually general, involving many joints 
of the body, and is usually painless or 
even without symptoms. It is a mistake 
to call it osteoarthritis. 


Osteoarthritis and the Aging Process 


Osteoarthritis is not necessarily a disease 
of old age. It occurs at every age after 
maturity. Since it always leaves an inef- 
faceable mark and since it affects more 
people successively as age advances, it is 
obvious that the incidence is higher as 
age advances. The average age of onset 
of idiopathic Heberden’s nodes or osteo- 
arthritis of the fingers is 49 years, but 
onset has occurred as early as 33 years. 
The incidence in the eighth decade is 
30 per cent. In a series of 100 consecu- 
tive cases of osteoarthritis of the hip re- 
ported by Barcelo and Santamaria,? the 
average age of onset was 52 years, but 4 
per cent of the cases started before the 
age of 30. Exact information on these 
details is not available for osteoarthritis 
of the knees or of the vertebrae. 

The problem of osteoarthritis is com- 
plicated by confusion with the aging 
process. The aging process begins in 
joints as it does in other organs and tis- 
sues at birth, if not at conception, and it 
proceeds at varying rates of speed in dif- 
ferent tissues, in different parts of the 
same tissues, and in different individ- 
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uals. The pathologic changes in osteo- 
arthritis are nonspecific. The changes in 
osteoarthritis, as also in aging, are shown 
first by wrinkling of cartilage, then by 
erosion of joint surface and desquama- 
tion, and finally by a wearing away of 
cartilage, leaving denuded bone. This 
process is most marked in the pressure 
areas. In the nonpressure areas, cartilage 
proliferates and builds up. That this is 
an entirely innocuous process was shown 
by Heine? in his classical survey of 1,000 
consecutive autopsies and later by Ben- 
nett and associates* in their studies of 
the aging of the knee joints. In both 
series, disabilities or even symptoms were 
largely lacking. Such changes of age 
probably account for the concept of 
Kellgren and Moore® of Heberden’s 
nodes as a part of generalized arthritis. 
Osteoarthritis is a troublesome or a dis- 
abling disease and gives rise to symptoms 
more severe than crepitus in the knees or 
fleeting pain on motion or after rest. 


Localizing Factors 

Osteoarthritis is a disease usually affect- 
ing one joint, such as a knee or a hip; 
one pair of joints, such as the knees or 
the hips; or one set of joints, such as 
those of the fingers or the spine. This 
can easily be shown by clinical histories 
and physical examinations. Osteoarthri- 
tis of the fingers, or Heberden’s nodes, 
and osteoarthritis of the hips differ in 
sex incidence, age of onset, and relation 
to the menopause. It seems wise to dis- 
tinguish these diseases from each other 
and to discuss osteoarthritis of the fin- 
gers, osteoarthritis of the hips, osteoarth- 
ritis of the knees, and osteoarthritis of the 
spine instead of generalized osteoarthri- 
tis. 

That localizing factors are important 
in osteoarthritis of the hip is shown by 
the known effect of dysplasia of the hip, 
coxa plana, Peixthes’ disease, or slipped 
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epiphysis in causing this disease. Graber- 
Duvernay® states unequivocably that ar- 
thritis develops only in pre-existing de- 
formities of the hip, and he claims that 
50 per cent of cases of osteoarthritis of 
the hip develop in patients with previ- 
ous congenital deformity. Such second- 
ary osteoarthritis is distinguished with 
difficulty, if at all, from disease arising 
spontaneously without known etiology. 

Examples of localized osteoarthritis of 
the hip can be described. 


Mrs. C. W., a woman of 61, complained of 
progressive pain and stiffness of the right 
hip, which had arisen suddenly and spon- 
taneously five years before while she was 
sitting in a movie theater. A radiograph of 
both hips and the pelvis taken the next day 
was completely normal. When seen five years 
later, she had well-developed disease with 
radiographic evidence of advanced osteoar- 
thritis of one hip. This had grown worse for 
five years, making her almost completely in- 
capacitated. She has no other arthritis. 

Mrs. L. L., a 70-year-old woman, was in- 
capacitated by pain, limitation of motion, 
and flexion deformity of the right hip con- 
firmed by radiograph. This began gradually 
fifteen years before and has progressed slow- 
ly but relentlessly. No cause of this arthritis 
has been found, and there has been no ex- 
tension to other joints. 

Mrs. L. M. was last seen at 88 years of age, 
five years after she fractured her right hip 
and had a Vitallium prosthesis replacement. 
Osteoarthritis of the right hip began when 
she was 50 and progressed without intermis- 
sion. With her prosthesis, she is better than 
she was, and even now she has no other clin- 
ical osteoarthritis. 


In support of evidence that hip dis- 
ease is often confined to one joint, atten- 
tion is called to 3 gorilla skeletons de- 
scribed by the author?7—one from the 
Anatomical Museum of the Medical 
School of the University of Edinburgh, 
another from the Todd Collection of 
Western Reserve University Medical 
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School, and a third one from the Ameri- 
can Museum of Natural History, all 
showing advanced osteoarthritis of one 


hip but no evidence whatever of other 
joint disease in the skeleton. 
Osteoarthritis is often confined to the 
finger joints in Heberden’s nodes. In 
a series of patients with Heberden’s 
nodes,8 94 were compared to a series of 
109 women of comparable ages for the 
presence of other arthritis, minor rheu- 
matic complaints, and joint crepitus of 
the knees. Twelve patients, or 12.7 per 
cent, had osteoarthritis of other joints 
compared to 3 or 2.8 per cent of the con- 
trols, usually in the knee. In neither 
group was osteoarthritis of other joints 
ever severe enough to incapacitate the 
patient, and deformity was not marked. 
None of these patients used a cane or a 
crutch. The patients were seen repeated- 
ly over a period of years and thus had 
ample opportunity to complain and 
have their troubles recorded. The con- 
trol subjects were seen only once. They 
were not thinking of rheumatic prob- 
lems when interviewed, and they per- 
haps overlooked or neglected similar 
complaints. Crepitus of the knees was 
noted in 36 per cent of patients and 23 
per cent of controls. It is evident that, 
even with well-marked and longstand- 
ing Heberden’s nodes, associated clinical 
osteoarthritis is rare. Thus, it is seen 
that osteoarthritis of the hips and osteo- 
arthritis of the fingers very often arise 
alone and remain unaccompanied by the 
disease elsewhere in the body for long 
periods of time. 
Changes in Cartilage 
Changes which occur in cartilage as age 
advances, changes due to wear and tear 
and which include thinning and even 
total disappearance of cartilage, have 
been described. Although these changes 
occur in osteoarthritis, other changes are 
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present also. In osteoarthritis, the syn- 
ovial membrane is congested and villous 
and the capsule and subsynovial connec- 
tive tissue are fibrotic. The synovial hy- 
perplasia and capsular fibrosis are due 
in part to the presence of cartilage de- 
bris shed from the joint surface and ab- 
sorbed beneath the surface layer of the 
synovial membrane. ‘Two different proc- 
esses seem to be at work, aging and osteo- 
arthritis. It seems likely that, in series 
such as those of Heine® and Bennett and 
associates, these processes have been 
confused and sometimes intermingled. 
This will be inevitable until strict cri- 
teria are established to differentiate them. 

Significant studies on the circulation 
of the femoral head and the histology of 
osteoarthritis of the hip were published 
by Trueta and Harrison® and by Harri- 
son and associates in 1953.1 Using in- 
jection methods, they showed that there 
is no diminution in blood supply in 
aged individuals and that osteoarthritis 
is associated with proliferation of blood 
vessels and increased blood supply. Os- 
teoarthritis is not a disease of ischemia 
as it had so long been supposed to be. 
The authors discuss at length the anat- 
omy of the femoral head and point out 
that the surface of the femoral head can 
be sharply divided into pressure areas 
and nonpressure areas. Osteoarthritis is 
associated with thinning of cartilage 
over the pressure areas, but there is pro- 
liferation of cartilage most often and 
most marked in so-called ‘“‘nonpressure 
areas.” This proliferated cartilage later 
degenerates and is invaded by advancing 
capillaries and larger blood vessels, re- 
sulting in absorption of cartilage and its 
replacement with bone. There is finally 
invasion of bone by bone marrow and 
spur formation. Thus it is that spurs are 
formed. The authors define spurs as 
the areas of deteriorated cartilage which 
have been transformed into bone. 
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The earliest macroscopic lesion of the 
cartilage is loss of its normal smooth 
shiny surface and its replacement by an 
irregular one which feels softer than 
normal. This is due to the change in the 
cartilage so well known and so often de- 
scribed as fibrillation. This change is 
common to both age and to osteoarthri- 
ls. 

Every femoral head in patients over 
the age of 14 in their series showed this 
change to some degree. Analysis of their 
material from subjects of age 14 to 100 
showed that 71 per cent of femoral heads 
had cartilage degeneration confined to 
nonpressure areas, whereas only 3 per 
cent had change restricted to pressure 
areas. In 26 per cent of the cases, degen- 
eration was shown in both areas. The 
method of localizing the pressure from 
the nonpressure areas depends upon 
radiographic studies identifying the 
areas of dense bone trabeculation and 
differentiating it from areas of poor tra- 
beculation. This indicates that normal 
intermittent pressure is essential for car- 
tilage health and that lack of such pres- 
sure is harmful. 

Cartilage in the pressure areas can be 
damaged by pressure which is too great 
or too long sustained. The formation of 
bone and bone marrow within degen- 
erate articular cartilage is also shown. 
The cartilage of the nonpressure area is 
well preserved. Another illustration 
shows a femoral head with loss of car- 
tilage over the pressure area, and the 
nonpressure areas show osteophyte for- 
mation. Another specimen shows the 
vascular tree within an osteophyte of the 
medial nonpressure area. An artery can 
be seen running superficial and parallel 
to the subchondral bone plate and dis- 
tributing branches to the osteophyte 
which grows not only toward the joint 
surface but also to the shaft of the bone. 
Another section of a femoral head re- 
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moved at arthroplasty shows how a large 
osteophyte has grown over the original 
joint surface enclosing its cartilage. 
Thus, the original joint surface is en- 
closed by spur formation and a new sur- 
face has formed. Another illustration 
shows radiographs of a pair of femoral 
heads after vascular injection. It is ap- 
parent that the blood supply of the dis- 
ease deformed head is greater than that 
of the normal one. Venous engorgement 
within the pressure segment of the osteo- 
arthritic femoral head is shown in a slab 
radiograph and an angiogram. 


Proliferation of Blood Vessels 


Further evidence that proliferation ol 
blood vessels occurs in osteoarthritis is 
found in examination of macerated skel- 
etons of gorillas found in the Hamann 
Collection." In the left knee of one go- 
rilla, extensive spur formation is found 
surrounding the lateral condyle attain- 
ing a width of 1 cm. in its widest area. 
The joint surfaces of this condyle show 
smoothing and eburnation where it was 
not protected by the semilunar cartilage. 
This area of eburnation is pierced by 
numberless round regular holes varying 
in size from 0.5 to 2.5 mm. in diameter, 
holes to allow penetration of blood ves- 
sels through the subchondral bone into 
the degenerating cartilage. Similar areas 
are found in other gorillas in joint sur- 
faces of intervertebral apophyseal joints 
as well as the upper and lower surfaces 
of the bodies of vertebrae surrounded by 
osteophytes. The normal joint surfaces 
of macerated bones show a smooth vel- 
vety looking intact surface. 

Trueta and Harrison® have demon- 
strated conclusively that osteoarthritis of 
the hip is associated with an increase in 
blood supply and an invasion of blood 
vessels into proliferating cartilage caus- 
ing it to change to bone. It is possible 
that the osteoarthritic process, be it in 
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the fingers, the hips, or the knees, is stim- 
ulated at the time of the menopause be- 
cause of the known activity of the pitu- 
itary gland at this time with elaboration 
of growth hormone and stimulation of 
cartilage growth. 

Added evidence to support the fact 
that the circulation is increased in osteo- 
arthritis of the knee, at least; is present- 
ed by Hollander and Horvath,'” who re- 
port that the intra-articular temperature 
of an osteoarthritic knee is higher than 
that of a normal knee or of a knee af- 
fected with rheumatoid arthritis. 


Fingers 


Since osteoarthritis of different joints dif- 
fer so much from each other, their diag- 
noses will be considered separately. Os- 
teoarthritis of the fingers, or Heberden’s 
nodes, arise in two different manners. 
The manifestation of the lesions them- 
selves are usually indistinguishable, but 
they can be differentiated readily by the 
history. Traumatic Heberden’s nodes 
arise promptly in one finger or occasion- 
ally two adjacent fingers after a single 
painful injury, a blow on the joint with 
a hammer, smashing a finger in a slam- 
ming window or door, or from catching 
a baseball ineptly. The injury is sudden, 
painful, and vividly recalled as to time 
and circumstance and is followed by 
swelling. In the course of weeks or 
months, the swelling changes from a soft, 
painful, edematous enlargement to a 
hard, firm, painless deformity which re- 
mains unchanged throughout the re- 
mainder of life. This condition is com- 
mon in men. It is noted frequently in 
the second or third decade and slowly 
increases in incidence from then on. 
Idiopathic Heberden’s nodes arise 
spontaneously without known predispos- 
ing cause. They start gradually as a 
swelling of the terminal joint of a fore- 
finger or a middle finger and are slight- 


172 





ly red, tender, and even fluctuant at first, 
changing gradually in months to become 
hard, nonfluctuant, nonred, and non- 
tender. The course in an individual fin- 


ger may take six months to two years to 
reach a resting stage. After one finger 
starts to enlarge, other fingers become 
involved successively until often 8 or 10 
are affected. Proximal joints may be the 
seat of osteoarthritis, and such cases 
cause great confusion and often an er- 
roneous diagnosis. In one-half of the 
cases, proximal joints are diseased, but 
other patients have been followed for 
twenty years with extensive deformities 
of terminal joints but with proximal 
joints that have remained completely 
normal. 

Idiopathic affect 
women 10 times as frequently as they do 
men, the incidence increasing as age ad- 
vances until it reaches 30 per cent in the 
eighth and ninth decades. The onset is 
related to the menopause, since Heber- 
den’s nodes were first noted within three 
years of the last menstrual period in one- 
half of the series studied. Idiopathic 
Heberden’s nodes are inherited as a sex- 
influenced autosomal factor, dominant 
in women and recessive in men.1% 

Radiographic studies are very instruc- 
tive.'4 The joint space is often irregular 
and narrowed, and the deviation from 
the straight line can be seen. The en- 
croachment on the joint space may be 
more apparent than real because of the 
flexion of the terminal phalanx. There 
is definite increase in bone mass, appar- 
ently in the distal ends of the middle 
phalanges. The most instructive radio- 
graphs are taken separately of lateral 
aspects of each finger. Lateral views of 
the fingers show massive spurs arising 
from the dorsal and the ventral aspects 
of the proximal ends of the distal pha- 
langes and the distal ends of the middle 
phalanges. 


Heberden’s nodes 
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Contrary to earlier ideas, osteoarthri- 
tis may affect proximal interphalangeal 
joints.!® At times, these have the typical 
fusiform appearance so often associated 
with rheumatoid arthritis. As the dis- 
ease advances, the fingers become irreg- 
ularly enlarged; they are deviated from 
the straight line; complete extension be- 
comes impossible; and flexion is limited. 
Patients with this involvement find it 
impossible to close the hand sufficiently 
to clench the fist tightly. 

Osteoarthritis may involve the base of 
the thumb which then becomes painful 
and stiff and spurs are shown by radio- 
graphs. The author has never seen 
involvement of metacarpophalangeal 
joints with osteoarthritis, although they 
seem to be readily susceptible to rheu- 
matoid arthritis. 

Hips 

Osteoarthritis of the hip is a unilateral 
disease in about one-half of the cases. It 
often develops in early adult life but 
may become apparent for the first time 
in advanced old age. The onset of osteo- 
arthritis of the hip is often insidious, and 
it may develop to a fully recognizable 
degree unknown to the patient. Clin- 
ically, the first sign is decrease in range 
or nearly complete loss of rotation of the 
upper leg. When not associated with 
pain, this may be completely unnoticed. 
As the disease advances, pain becomes 
troublesome, and flexion becomes great- 
ly restricted. When the joint becomes 
fixed, it also becomes painless. 

Two types of osteoarthritis of the hip 
have been distinguished by Hermods- 
son.!6 One depends upon underlying dys- 
plasia which is not suspected. The head 
seems to move laterally, producing an 
increased space between the head and 
the vertical surface of the acetabulum. If 
the head remains in contact with the 
vertical surface of the acetabulum, no 


GERIATRICS, APRIL 1961 


dysplasia is to be suspected. As the dis- 
ease advances, cartilage is destroyed, and 
areas of increased pressure on the head 
develop whether this has moved out of 
the acetabulum or not. The head thus 
becomes deformed because of the weak- 
ened bone structure and collapses be- 
cause of cysts. Femoral heads undergo 
severe degrees of deformation and ab- 
sorption, producing poorer fit of the 
joint surfaces and increasing disability. 


Knees 


The problems of osteoarthritis of the 
knee are even more obscure than are 
those relating to this disease of the fin- 
gers or the hip. The changes of age in 
the knee have been carefully studied by 
Bennett and associates‘ as they were pre- 
viously by Heine.* The first of these 
studies were confined to the subjects who 
were not known to have symptoms or 
complaints referable to the joints. In 
this respect, it may be well to quote 
Lloyd-Roberts,17_ who defines osteoar- 
thritis as a clinical entity, the diagnosis 
of which implies the presence of symp- 
toms and physical signs referable to a 
degenerating joint. Even a brief survey 
reveals that crepitus of the knee is a 
common finding in patients without 
complaints, the incidence of which in- 
creases as age advances. The cause of 
crepitus has not been well identified, but 
it is said to result from irregularities of 
the surface or of fibrillation of the car- 
tilage. Crepitus is produced on motion 
in almost all painful knees, but many 
peaple have considerable crepitus with- 
out complaining of pain or stiffness. The 
diagnosis of osteoarthritis of the knee 
should be reserved for knees with or 
without crepitus but in which the pa- 
tient suffers pain and limitation of mo- 
tion. In early stages, there is lack of 
normal hyperextension, then lack of 
complete extension, and, finally, limita- 
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tion of flexion. Knees with osteoarthritis 
are often slightly tender and are en- 
larged by thickened synovial tissues and 
may even contain moderate increases in 
synovial fluid. 

Radiographic examination is often dis- 
appointing. Joint space is usually de- 
creased due to thinning of the joint car- 
tilage. It often is local and confined to 
one condyle. It may be simulated, of 
course, by flexion deformity of the knee 
or even by radiographs made at an un- 
fortunate angle. Spurs are seen and are 
significant when attached to the poste- 
rior surface and the ligamentous attach- 
ments of the patella where they may be 
large, extending centrally from the ante- 
rior joint surface of the femur. They 
may arise from the proximal margin of 
the anterior portion of the joint surface 
at the lower end of the femur. 


Spine 


The term “osteoarthritis of the spine” 
should refer only to changes in the inter- 
vertebral apophyseal joints. These joints 
are subject to this disease, although the 
diagnosis is rarely made and is difficult 
to establish except in advanced cases. 
The disease is best known from the stud- 
ies of bone collections in anatomic muse- 
ums, so the clinical features are not 
clear. Osteoarthritis of the spine is also 
used incorrectly to indicate spur forma- 
tion of the bodies of the vertebrae. ‘This 
is not a true arthritis. Confusion and 
inaccuracy might be avoided by refer- 
ring to this condition as osteophytosis of 
the spine. According to de Séze and asso- 
ciates,!8 the spurs of osteophytosis and 
of ankylosing spondylitis are not as dif- 
ferent as they have been thought to be. 
Both are subligamentous ossifications 
arising from the edge of the vertebral 
body and progressing in the loose con- 
nective tissue, separating the paraverte- 
longitudinal and_ the 


bral ligaments 
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outer layers of the intervertebral disk. In 
ankylosing spondylitis, the disk is normal 
and extends only to the edge of the ver- 
tebral bodies. The spurs in this disease 


are confluent, regular, and slightly 
rounded, producing typical bamboo 
spines in advanced cases. In osteophyto- 
sis of the spine, the primary lesion seems 
to be degeneration of the intervertebral 
disk with its partial displacement for- 
ward or lateral. This is due to injury or 
aging. Bone proliferation is thereby 
modified and, of necessity, must grow 
out and around the protruding disks. 
The protruding disk usually prevents 
the spurs from joining. 

Because of its association with injury 
to the disk, it is understandable that this 
condition is common in people who 
have done hard work. There is often a 
wide discrepancy between the size of the 
spurs and the history of injury or hard 
work, since spurs are also found in peo- 
ple who have done little work or have 
sustained no known injury, and they are 
sometimes lacking in hard-working peo- 
ple. Work itself does not produce spurs; 
they develop as a result of the associated 
stress and strain beyond that which the 
individual is physically capable of bear- 
ing. The well-trained athlete suffers no 
ill effects from activities which would be 
harmful to many people. Spurs on the 
spine develop in areas of disk compres- 
sion, such as the anterior surface of the 
dorsal spine, in patients with kyphosis or 
on the concave side of spines bent with 
scoliosis. Such spurs appear because of 
static compression and serve to bolster a 
sagging spine. In areas of the spine not 
subject to static pressure, spurs are lo- 
cated about degenerated intervertebral 
disks. These can be identified because 
the disks are thin, flat, and irregular 
and, at times, protrude beyond the edge 
of the vertebral bodies. Spurs vary in 
size and distribution from a single isolat- 
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ed protrusion of bone from one edge of 
a vertebra to a series of spurs arising 
from both sides and both surfaces of 
vertebral bodies, forming stout bridging 
between bodies and successfully splint- 
ing the spine to prevent motion. The 
largest spurs extend perpendicular to 
the spine, those from each side of a par- 
ticular disk being nearly parallel and in 
contact with each other, although not 
fusing. If they are especially long, they 
extend horizontally and then turn down. 
At other times, they are short, stout, and 
bend smoothly around a_ protruding 
edge of a disk. The descriptions given 
here have been taken from radiographs, 
autopsy macerated 
spines. Findings as described are often 
entirely incidental and have not caused 
symptoms. 


examinations, or 


General Remarks 


osteoarthritis of different 
joints has been considered separately, 
these diseases have certain features in 
common which tend to distinguish them 
from other types of arthritis. Osteoar- 
thritis is not associated with demineral- 
ization or bone atrophy, as in rheuma- 
toid arthritis, or with constitutional 
symptoms. The patient is well and vigor- 
ous except for the affected joints. There 
are no blood or serologic changes in 
osteoarthritis. 

Osteoarthritis is often attributed to 
the menopause, but there is no definite 


Although 


evidence that the two events are related 
except in Heberden’s nodes. Osteoarthri- 
tis is said to be caused by or to be ag- 
gravated by obesity. In a critical study 
of Heberden’s nodes, this was found not 
to be so.19 Whether or not it is true of 
weight-bearing joints has not clearly been 
demonstrated. Osteoarthritis was at one 
time thought to be associated with hy- 
pertension, but this idea has since been 
abandoned. 
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Conclusions 

Osteoarthritis, formerly thought of as a 
generalized degenerative joint disease, 
has been shown to be a collection of 
particular diseases, differing from each 
other in joints involved, sex ratio, age 
of onset, relation to the menopause, and 
hereditary factors. Osteoarthritis of the 
hip, the knee, the fingers, and the spine 
may occur at any age after adolescence, 
and, since the changes are irreversible, 
the incidence increases as age advances. 
The pathologic changes have been con- 
fused with those of old age, and the dis- 
ease has been classed as a degenerative 
one. This is true of osteophytosis of the 
spine, which depends upon degenera- 
tion, loss of elasticity, and deformity of 
the intervertebral disk, but, in the hip 
and knee, cartilage is invaded by new 
blood vessels and transformed into bony 
spurs. 

The intra-articular temperatures of 
patients with osteoarthritic knees are 
higher than those of normal persons or 
those with rheumatoid arthritis. Individ- 
ual case histories have been given of 
osteoarthritis of the fingers and of the 
hip arising in the fourth decade which 
had not extended to other joints three 
and four decades later. When osteoar- 
thritis does arise from injury or hard 
work, it is not the injury or the hard 
work itself but the stress and strain be- 
yond the physiologic capabilities of the 
joints to sustain them which institute 
the pathologic process. 


REFERENCES 

1. JOHNSON, L. D.: Kinetics of 
Invest. 8: 1223, 1959. 

2. BARCELO, P., and A. SANTAMARIA: Datos estadisticos 
de 100 casos consecutivos de coxartria. Rev. espaf. 
reum, 4: 462, 1952. 

3. HEINE, I: Uber die Arthritis deformans. Virchows 
Arch. path. Anat. 260: 521, 1926. 

4. BENNETT, G. A., H. WAYNE, and w. BAUER: Changes 
in the Knee Joint at Various Ages. New York: The 
Commonwealth Fund, 1942. 

. KELLGREN, J. H., and R. MOORE: Generalized osteo- 
arthritis and Heberden’s nodes. Brit. M. J. 1: 181, 
1952. 


osteoarthritis. Lab. 


175 








6. GRABER-DUVERNAY, J.: L’aspect clinique des arthritis 13. STECHER, R. M., and A. H. HERSH: Heberden’s nodes; 
chroniques de la hanche d'origine congenitale. Rev. mechanism of inheritance in hypertrophic arthritis 
rhumat. 5: 304, 1938. of the fingers. J. Clin. Invest. 23: 699, 1944. 

7. STECHER, R. M.: Osteoarthritis of the hip in a gorilla: 14. STECHER, R. M., and H. HAUSER: Heberden’s nodes; 
report of a third case, in DE PALMA, A. F., and roentgenological and clinical appearance of de- 
others, editors: Clinical Orthopaedics, No. 12. generative joint disease of the fingers. Am. J. 
Philadelphia: J. B. Lippincott Co., 1958, p. 307. Roentgenol. 59: 326, 1948. 

8. STECHER, R. M.: Heberden’s nodes; their relation to 15. STECHER, R. M.: Heberden oration; Heberden’s nodes; 
other degenerative joint diseases. Arch. Phys. Med. clinical description of osteo-arthritis of the finger 
27: 409, 1946. joints Ann. Rheumat. Dis. 14: 1, 1955. 

9. TRUETA, J., and M.H.M. HARRISON: Normal vascular 16. HERMODSSON, I.: On problem of trauma and aseptic 
anatomy of the femoral head in adult man. J. Bone osteonecrosis. Acta radiol. 28: 257, 1947. 

& Joint Surg. 35-B: 442, 1953. 17. LLOYD-ROBERTS, G. C.: Osteoarthritis of the hip, 

10. HARRISON, M.H.M., F. SCHAJOWICZ, and J. TRUETA: J. study of clinical pathology. J. Bone & Joint Surg. 
Osteoarthritis of hip: study of nature and evolution 37-B: 8, 1955. 
of disease. J. Bone & Joint Surg. 35-B: 598, 1953. 18. DE SEZE, D., J. LACAPERE, and J. P. AMOUDRUZ: Osteo- 

Il. STECHER, R. M.: Osteoarthritis in the gorilla. Lab. phytes et pretendus ‘“‘syndesmophytes’” vertebraux. 
Invest. 7: 445, 1958. Rev. rhumat. 19: 107, 1952. 

12. HOLLANDER, J. L., and s. M. HORVATH: Effect of 19. STECHER, R. M.: Heberden’s nodes; association of 
vasodilating and vasoconsticting drugs on tempera- hypertension and obesity to degenerative joint dis- 
ture of normal and arthritic joints. Arch. Phys. ease of the fingers. J. Lab. & Clin. Med. 31: 687, 
Med. 34: 162, 1953. 1946. 


HYPOTENSIVE ANESTHESIA is justified in elderly patients only when some 
surgical advantage ensues. Reduction of blood loss is an advantage, 
since it obviates transfusion and gives the surgeon a clear field. In 
cases of prostatectomy, hypotensive anesthesia enables the avoidance 
of an indwelling catheter. 

In most patients, reduced blood pressure during anesthesia assists 
oxygenation of vital organs, but a few patients are in danger of ische- 
mia. Patients endangered by hypotension cannot be identified by pres- 
ent methods. A history of coronary or cerebral incidents is not an 
absolute contraindication to hypotensive anesthesia. 

A reduction in systolic blood pressure below 60 mm. Hg may risk 
myocardial ischemia in the elderly. When systolic pressure falls below 
60 mm. Hg, nodal rhythm, P-wave depression, ST-segment elevation, 
and either elevation or depression of ‘TV5 are common electrocardio- 
graphic changes. Both the ST- and T-wave changes may be due to a 
degree of myocardial ischemia. If 60 mm. Hg or more systolic pressure 
is maintained, damage to the heart is unlikely except in those few 
patients with organic narrowing of arteries leading to a vital organ. 

Systolic hypertension predisposes to electrocardiographic changes 
and the risk of myocardial ischemia. Therefore, systolic blood pressure 
should not be allowed to fall below 80 mm. Hg in hypertensive cases. 

Mortality and morbidity appear to be no greater with hypotensive 
than with normotensive technics. 


W. N. ROLLASON, and J. M. HOUGH: Is it safe to employ hypotensive anaesthesia in 
the elderly? Brit. J. Anaesth. 32: 286-291, 1960. 
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and crime are presented and dis- 
cussed. Sociologic, medical, and psy- 
chologic factors are considered in 
the problems of aging, both in gen- 
eral and as they relate to the com- 
mission of crime, apprehension, ef- 
fects of custody, and adaptation to 
society after release from prison. 
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HH In many localities, there has been an 
increase in the number of prison admis- 
sions of young felons. One might assume 
a percentile increase in the lower age 
group and lowering of the mean prison 
population age. However, there are 
more older persons today than ever be- 
fore and the mean age, of the general 
population at least, has risen. The as- 
sumption of a wide difference between 
the mean prison population age and the 
mean general population age, exclusive 
of children, has been questioned. While 
much has been made of the youthful- 
ness of criminal offenders, the signifi- 
cance is questionable. The majority of 
the general population of the United 
States is under 35 years of age. The pro- 
portions in prison are only at slight 
variance with their representations in 
society. The divisions of gerontology 
and criminology are so far-reaching and 
interwoven with other disciplines that 
one cannot be an all-inclusive expert in 
either field. It is hoped that the present 
study will help to crystallize some of the 
relationships. 


Method 

Data was collected on prisoners aged 
50 years or more at the time of commit- 
ment over a twelve-year period at a 
large Southern state prison. The sources 
were case files, admission record books, 
and statistical reports! of the Record 
Department of the Florida State Prison 
at Raiford. From this data, tables were 
prepared showing the number of ad- 
missions each year in the various age 
groups, percentages of each, type and 
incidence of crimes committed by the 
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older group compared with the total 
prison population, and the number and 
percentages of the older group having 
previous criminal records. Specifically 
interesting is the question of whether 
this information points toward any sig- 
nificant social trend. Also presented is a 
short discussion of the physiology and 
problems of aging, especially as they re- 
late to custody. 


Juvenile Delinquency and Adult Crime 

The adult criminal pattern developing 
from unlawful childhood activity is of 
the type described as “social” or profes- 
sional. Predatory behavior usually be- 
gins at about 7 years of age and age 30 
is near the end of the successful criminal 
career. An interesting parallel might be 
drawn with the professional athlete who 
also tends to “top out” in the thirties. 
Records of professional criminals reveal 
considerable 
and malicious mischief during child- 


truancy, misdemeanors, 
hood, making the break into felony by 
joy riding or auto theft, sometimes called 
the criminal threshold.2 Like neurosis, 
criminality has a fairly long history of 
development. Research into the causa- 
tion of crime has been scarcely reward- 
ing factually or financially. There is no 
general, satisfactory theory of normal 
human behavior; likewise none of crimi- 
The will 
tinue to be a human being; his behavior 
will differ from that of the noncriminal 
only in degree and special ways.* 


nal behavior. criminal con- 


Problems of Aging in Prisoners 

One of the finer, more comprehensive 
definitions is that “aging is a process of 
unfavorable, progressive change, usually 
correlated with the passage of time, be- 
coming apparent after maturity and ter- 
minating invariably in the death of the 
individual.’’* In general, the problems 
of aging resolve themselves into consid- 
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eration of factors within 3 broad groups: 
socioeconomic problems, medical disor- 
ders, and psychologic-psychiatric malad- 
justments. 

As an end result of social trends, older 
people no longer have well defined roles 
and their status at present is doubtful 
and insecure. For many, the period of 
“unadjustment” is succeeded by a more 
or less permanent state of maladjust- 
ment.® Failure of the aged to find satis- 
faction for their basic needs—emotional 
security and affection, social recognition 
and status, a sense of worth and self- 
respect, and adequate material posses- 
sions—leads to physical and mental dis- 
tress. Their present unsatisfactory posi- 
tion in the United States is largely due 
to the fact that many are at an economic 
disadvantage.® 

Physiologic aging complicated by dis- 
ease increases medical expenses.® Four 
major classes of disorders are prevalent 
among older people—circulatory 
turbances, including arteriosclerotic and 
hypertensive diseases; metabolic disor- 
ders; collagen diseases, including the ar- 


dis- 


thropathies; and neoplasms. Circulatory 
disease in senescence generally has an 
arteriosclerotic basis.7? Metabolic disor- 
ders occur with aging and may lead to 
deficiencies. Malnutrition in the aged 
may be on a socioeconomic, psychologic 
or medical basis, or be a persistence of 
lifelong, poor eating habits.8 Neoplas- 
tic disease occurs at all ages, but the in- 
cidence of cancer rises sharply after age 
50.9 Except for a greater amount of 
malingering, more resentment of au- 
thority, and the extremely unnatural 
environment of custody, the medical 
problems of the aged prisoner are not 
vastly different from those of the aged 
person in the free world. Good care and 
treatment of prisoners is largely depend- 
ent upon the careful evaluation of thor- 
ough studies during indoctrination. 
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Some institutions have more elaborate 
programs than others, depending on 
economic, political, and other factors. 
Seldom are complete studies and ideal 
treatment available to the general pub- 
lic. ‘The same naturally applies to pris- 
oners. ‘The elimination of obvious, read- 
ily correctible defects and the allevia- 
tion of others may be all the therapy 
the prison can provide. To give Utopian 
care to criminals, while vastly inade- 
quate care is the best that is available 
to law-abiding citizens, would make pris- 
on a reward and encourage lawlessness. 
In general, mental abilities gradually de- 
cline with advancing age. General intel- 
ligence begins to wane in the twenties, 
bringing many psychologic and _ social 
changes which tend to disturb personal 
adjustment. 

The neuroses which constitute a very 
real problem in geriatrics are usually 
mild and therapy may be successful. 
However, when a psychosis occurs, the 
entire personality is usually involved 
and therapy is less rewarding.1° Some 
prison sentences are so long that indi- 
viduals lose many of their productive 
years. Most prisoners cannot reasonably 
comprehend sentences of more than five 
years,!! the futurity span of many peo- 
ple. A long sentence may persist despite 
good prison conduct and parole may be 
denied reasonably because the prisoner 
has no family to whom he could go. 
Long confinement results in physical, in- 
tellectual, and emotional deterioration. 
The outstanding characteristic of prison 
life is mass regression in which the in- 
to childhood level. 
All decisions are made and all necessi- 
ties are provided, allowing scant oppor- 


mates are reduced 


tunity for developing emotional maturi- 
ty or a sense of adult responsibility. 
Crime tends to be an activity of young 
The old person is 
forced to relinquish criminal pursuit 


men and women. 
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under protest. He has little opportunity 
to attain financial security, even though 
he may have been successful in his dep- 
redations. Usually he has not developed 
skills that find a ready market, even 
if he serious 
straight.1? If society has little place for 
the older man in general, it has even 
less place for the elderly prisoner or ex- 
convict. 


makes a decision to go 


Any kind of social adjustment for the 
exconvict is difficult at best. Life in the 
free world appears most attractive to the 
prisoner, but not so after his release. 
Our society is highly competitive—some- 
thing the prisoner underestimates or has 
forgotten—and prison-acquired attitudes 
do not augur well for social adjustment. 
The longer the prison sentence, the less 
chance there is of rehabilitation. The 
aged prisoner epitomizes this asocial and 
antisocial process. Probably the worst as- 
pect of prison life, also for the employee, 
is the necessity of living and associating 
with criminals. 


Statistics and Conclusions 

During the period of 1944 through 1955, 
there was an increase in the admission 
of prisoners in the older group slightly 
greater, relatively, than the increase in 
the total admissions. There was a slight 
numerical increase but a percentage de- 
crease from 27 to 17 per cent in admis- 
sion of persons under 21. During this 
period, the average age 
showed an increase 30.1 


admission 
from 23.7 to 
years. 

Fhe older group showed a slightly 
higher incidence of convictions for as- 
sault. The much higher incidence for 
embezzlement, forgery, passing worthless 
checks, obtaining money or goods under 
false pretenses, receiving stolen property, 
perjury, gambling, and conducting lot- 
tery probably represents the effects of 
increasing economic pressure on the old- 
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Age incidence of Prisoners at Time of Admission 











TABLE 1 to the Florida State Prison at Raiford 
Year | Under 21 | 21 to 50 Over 50 Total Average Oldest 
1944 201 27% 497 68% 36 5% 734 23.7 yr. 83 
1945 237 27% 601 68% 41 5% 879 28.3 yr. 72 
1946 297 23% 864 72% 58 5% 1219 25.4 yr. 80 
1947 325 24% 1130 71% 55 5% 1510 =. 20.6 yr. 81 
1948 | 280 19% 1137 75% 82 6% 1499 29.9 yr. 16 
1949 | 256 17% 1161 78% | 80 5% 1497 30.0 yr. —-82 
1950 | 274 19% 1161 75% | 715 5% 1510 =. 29.4 yr. 82 
1951 | 256 19% 1025 75% | 78 6% 1359 31.7 yr. 78 
1952 | 244 17% 1117. 78% = | 77 5% 1438 31.1 yr. 76 
1953 | 263 18% 1105 75% 85 6% 1453. 29.9 yr. 71 
1954 | 322 18% 1338 76% | 113 6% 1773 30.6 yr. 74 
1955 | 248 17% 1735 77% | 122 6% 2105 ~—« 30.1 yr. 79 








er individuals, inability to obtain the 
means to meet their needs legally, and 
resultant Violation of 
narcotic and liquor laws may be caused 


resort to crime. 


by the same factors, frustration, and be- 
ginning, resumption or continuation of 
bad habits or illegal activities. Crimes of 
violence such as manslaughter, homi- 
cide, murder, and sex crimes of all sorts 


TABLE 2 


have an incidence in the older group 
about twice that of the general prison 
population. This has a psychologic basis, 
partly secondary to conscious or sub- 
conscious realization of physiologic im- 
potence. In the older group, the inci- 
dence of breaking and entering, burgla- 
ry, robbery, auto theft and other larceny 
is lower than in the general prison pop- 


Nature or Crimes Committed, Twelve-Year Totals 





Type of Crime of Which Convicted 


Assault, all forms except to rape (which is in- 
cluded with sex crimes) 


Breaking or entering, burglary, robbery 


Embezzlement, forgery, worthless check, perjury, 
false pretenses, receiving stolen property 


Gambling, violating narcotic or liquor law 
Larceny, including animals and auto theft 
Manslaughter, homicide, murder, all degrees 


Sex crimes, including abortion, adultery, bigamy, 
incest, rape, assault to rape, carnal intercourse, 
crime against nature, lewd, lascivious action 


All other crimes 





| Total Prison Older Group 
| 678 4.0% 59 6.7% 
| 
| 6798 40.0% 151 17.2% 
2154 12.7% 199 22.7% 
563 3.3% 67 7.6% 
3463 20.4% 156 17.8% 
1675 9.1% 153 17.6% 
1086 6.4% 97 11.1% 
874 5.2% 67 7.6% 








180 


GERIATRICS, APRIL 1961 











Previous Criminal Record 








TABLE 3 of Older Prisoner Group 
Older Previous 
Year Prisoner Criminal Percentage 
Group Record 
1944 36 10 28 
1945 41 18 44 
1946 58 23 40 
1947 59 36 65 
1948 82 34 41 
1949 80 33 41 
1950 75 SD 47 
1951 78 33 42 
1952 77 | 29 39 
1953 85 45 33 
1954 113 45 31 
1955 122 54 44 
TOTAL 902 395 44 














ulation. In table 2, the total number of 
crimes is greater than the total number 
of admissions and the total of percent- 
ages is more than 100. The explanation 
is that some individuals were convicted 
of more than one crime. 

There is no change in the incidence 
of previous criminal record in the older 
prisoner group statistically significant to 
indicate a social trend. The percentage 
of 44 for recidivists is no assurance that 
the other 56 per cent were strictly law- 
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abiding citizens before committing the 
crimes of which they were convicted. 
Those who had been previously engaged 
in illegal activities probably experienced 
a decrease in the efficiency of their op- 
erations and a lessening in their ability 
to avoid detection and apprehension as 
effects of aging on their physical and 
mental capacities. 


The authors are grateful to Mr. deWitt Sinclair, 
warden of the Florida State Prison, for permit- 
ting access to the institution to collect data and 
permission for its publication; to Mr. Lawrence 
E. Dugger, former director of records and his 
successor, Mr. Milo Siegler, for making case files 
and records available; and to several inmates 
assigned to the Record Department who collected 
and delivered material during their off-hours. 
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Medical treatment 
of the 
functionally ill 
geriatric patient 


CHARLES W. HOCK, M.D. 
AUGUSTA, GEORGIA 


Kindness and interest on the part 
of the physician as well as thorough 
medical evaluation are important 
in treatment of the geriatric pa- 
tient. Anabolic therapy frequently 
is effective in restoring the function- 
ally ill patient to a healthy and 
productive life. 


CHARLES W. HOCK is a gastroenterologist 
practicing in Augusta. 
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HE Lhe need to approach the individual 
as a whole person rather than as a case 
history reaches its ultimate in the elderly 
patient. All too often he is pushed aside 


by his family or in-laws and treated as 
an outsider. Who is there, then, but his 
physician, to whom he can turn? Who 
else is there to counsel him or to channel 
his interests and energies so he can 
again become an active part of the fami- 
ly and community? 

The only proper approach with any 
patient, but certainly the elderly patient, 
is to do a complete history, physical 
examination, and necessary laboratory 
work; to give an explanation of altered 
physiology; and most important, to al- 
low the patient to talk about his prob- 
lems, fears, and frustrations. This is the 
first step in treating the older patient 
with functional or organic disease. 

We must recognize the growing so- 
phistication of the patient. He is ex- 
posed almost daily to innumerable ar- 
ticles in lay magazines as well as tele- 
vision programs on various aspects of 
medicine. The physician must conduct 
the examination beyond the history and 
physical stages. After all data have been 
assembled, the positive findings of the 
physical and roentgenologic examina- 
tions and laboratory procedures should 
be discussed in detail with the patient. 
In a large per cent of elderly persons, 
the results will be essentially negative. 
When this is true, the physician must 
take the necessary time for a simple but 
adequate explanation of altered physiol- 
ogy and the role emotions may play in 
the workings of the body. 
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Therapeutic Considerations 


Various points must be established in 
the evaluation of an elderly patient be- 
fore over-all treatment can be initiated. 
The most important points are diet, 
rest, patient-family relationship, social 
and recreational activities, and working 
habits. 

Since an elderly person’s diet often de- 
viates widely from the accepted normal, 
a thorough investigation of his dietary 
habits is necessary. This is particularly 
true if the patient lives alone, for he 
frequently eats improperly merely be- 
cause “it’s too much trouble to fix a 
meal.” He exists on packaged cereals, 
foods 
which are filling but lacking in nutri- 


sandwiches, snacks, and _ other 
tional value. It is wise to give the older 
patient a definite diet sheet and insist 
that it be followed or to advise adequate 
boarding facilities. 

Many older persons tire easily and 
should be instructed to take short rest 
periods midmorning and late afternoon. 
This allows them the opportunity to 
recoup lost energy, and they are given 
a fresh start for the remainder of the 
day. The opposite is also true with 
many, as they remain entirely too in- 
active, and moderate exercise and hob- 
bies may be advised. 

The examining physician should not 
overlook the relationship between the 
patient and his family. An investigation 
into this phase of his life is particularly 
important if he lives with the family. 
Often a family is oblivious to the lone- 
liness of an elderly relative. 

The physician should not omit a dis- 
cussion of the patient’s social and recre- 
ational activities. This is not to say that 
the physician must become a_ social 
worker, but interest in the social welfare 
of an old person cannot be divorced 
from good medical care. Many communi- 


GERIATRICS, APRIL 1961 


ties have established clubs and organiza- 
tions for elderly citizens, where they may 
participate in a variety of interesting 
programs and activities designed to re 
main within the scope of their abilities. 

As long as a person is physically able 
to carry out his work, retirement should 
never be advised. Unfortunately, with 
our present economic situation, pension 
plans, and social security with age lim- 
its, many individuals are forced into pre- 
mature retirement. Even though retire- 
ment is supposed to be everyone’s dream 
of the future, a person gainfully em- 
ployed is far happier than the average 
retired person. 


Treatment 


The treatment of the elderly patient 
with functional disease must be symp- 
tomatic, which is now possible with the 
large array of drugs at our disposal. A 
sedative or tranquilizer may be indicat- 
ed in one patient; in another, a mood- 
elevating drug would be the choice. A 
large segment of the elderly population 
will be helped by a general biologic 
stimulant. The anabolic steroids not 
only exert a tissue-building effect but 
also help to induce a change of mental 
attitude from apathy to psychic vigor 
and vitality. The effect of these agents 
on vigor and vitality is more pro- 
nounced and more consistently effective 
than that of multiple vitamins. Recent 
evaluations'* of patients suffering from 
weight loss, weakness, poor appetite, and 
lack of energy confirm the effectiveness 
of the anabolic agent, nandrolone phen- 
propionate, as a general biologic stimu- 
lant. 


Clinical Study 


A study was conducted of 50 patients, 
34 men and 16 women, with an average 
age of 58.3 years and a median age of 57 
years, who were treated for functional 
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diseases for a period of not more than 
fifty-six weeks. Most of this work was car- 
ried on at the office, although some pa- 


tients were started on the medication 
while at University Hospital or St. Jo- 
seph’s Hospital, Augusta, Georgia. Fol- 
low-up treatment was given at the office. 


Degree of Relief from Symptoms 





Symptoms Frequency Excellent Good Fair Poor 
Weakness 38 12 18 4 4 
Nervousness 17 8 4 ] 4 
Insomnia 16 7 6 ] 2 
Poor appetite 16 7 3 2 4 
Lack of energy 11 5 6 
Tiredness 8 5 3 
Aching muscles 3 2 ] 

Totals 109 46 41 8 14 
422 37.7 73 «6123 


Per cent 100 





The complaints of these patients, as 
shown in the table, ranged from weak- 
ness to lack of energy. Several patients 
experienced more than one complaint. 
The majority required 2 cc., or 50 mg., 
of nandrolone phenpropionate every 
seven days for relief of symptoms. Some 
patients, whose symptoms were less in- 
tense, did well on | cc. weekly. Routine 
dosage was 2 cc. until the patient ex- 
perienced a good response. Once the 
good response was maintained for two to 
four weeks, the dosage was decreased to 
1 cc. every week. If the response was 
maintained, in two weeks the dosage was 
decreased to | cc. every two weeks, and 
the reduction continued in like manner 
until the medication was discontinued. 
Average length of treatment for our se- 
ries was ten and a half weeks. 

A good to excellent degree of relief 
from symptoms of weakness, poor appe- 
tite, sleeplessness, nervousness, and lack 
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of energy was obtained in 74 per cent 
of patients. Mild side effects were re- 
ported by 8 patients. Two had ankle 
swelling; however, both of these had 
varicose veins. Two experienced sore- 
ness at site of injection, and one of 
these also reported increased nervous- 
ness. One patient complained of pain in 
the chest and another, pain in the hip. 
However, since both exhibited consid- 
erable anxiety, it is difficult to assess 
these complaints. Two patients, 45 and 
52 years old, reported a bloody vaginal 
discharge, but the discharge subsided in 
one when the medication was discontin- 
ued, and in the other when the dosage 
was reduced from 2 to 1 cc. per week. 
As it is extremely difficult to evaluate 
complaints in the functional patient, 
the side effects reported may or may not 
be a result of therapy. 

In 85 per cent of cases, there was no 
complaint of any soreness, and what dis- 
comfort was observed after injections 
was moderate. 

In conclusion, the elderly patient 
must receive kindness and consideration 
from his physician as well as a thorough 
medical evaluation. Tender loving care 
should be the keynote of treatment. As 
demonstrated by our series, anabolic 
therapy is frequently helpful for restora- 
tion of the functionally ill geriatric pa- 
tient to a healthier, more productive life. 
If a thorough job is done and the whole 
patient is treated, much can be accom- 
plished. 
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Medical outlook 
on the aged 


MANUEL STRAKER, M.D. 
MONTREAL, CANADA 


The physician must keep the com- 
munity informed of the various re- 
sources available for maintaining 
the aged in good health. Work is 
the best method for retaining the 
sense of personal value and for de- 
feating the exclusion of the aged 
which leads to regression and break- 
down. The establishment of active 
work facilities for retired persons 
is urged. 












MANUEL STRAKER is lecturer in psychia 
try, McGill University and attending 
psychiatrist, Hospital of Hope. 
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MM Today's changing profile of medicine 
has focused attention on the chronic 


diseases and the aged members of the 
community. The needs which challenge 
us call for a great deal of research and 
a bold search for new ideas. 


What Causes Aging? 
First of all, we must agree upon what 
constitutes the aged group and what 
causes aging. Ferraro says that aging is a 
physiologic state and does not of itself 
imply pathologic features.! Senility, on 
the other hand, is the result of aging 
plus the action of precipitating factors 
which transform a_ physiologic senes- 
cence into a pathologic one. Some or- 
gans wear out quickly, reflecting a con- 
genital weakness. The holistic theory of 
aging relates this to a primary general 
dehydration of the total organism. 

Another theory postulates that aging 
results from impairment of individual 
organs or systems, such as the vascular, 
endocrine, and nervous systems, or from 
impairment of parts of a given system, 
as the hypothalamus or diencephalon. 
A third theory relates aging to the en- 
vironmental effects of toxic nutritional, 
infectious, or traumatic exogenous fac- 
tors. Still another postulates that the 
main disturbance affects homeostatic 
mechanisms, and that the uniformity of 
the chemical environment between in- 
dividual cells is impaired and disturbed. 
Another theory emphasizes the chemical, 
enzymatic, and colloidal changes of the 
extra and intracellular fluids. 

However, the measurable chemical 
and physical changes appear to be the 
result of aging rather than its cause. If 


185 





the chief property of the living system 
is its ability to maintain, repair, and re- 


constitute itself, the aging process must 
involve a decrease in efficiency of the 
mechanisms of reconstruction. The es- 
sence of this mechanism is still to be 
discovered. 

Selye’s theory of the stress syndrome 
can, in general terms, be applied to 
aging.? The stress syndrome is described 
as developing in three stages: alarm re- 
action, resistance, and exhaustion—the 
last expressing the depletion of adapta- 
bility or adaptation energy. “This final 
exhaustion by stress is strikingly similar 
to senility; it is a kind of accelerated, 
premature aging.” By learning more 
about the body’s adaptation energy, we 
can probably greatly prolong the life 
span and improve health during old age. 
Adaptation energy seems to be some- 
thing of which we have a given amount 
at birth—an inherited capital to which 
we cannot add, but which we can use, 
more or less thriftily, in fighting the 
stress of life. However, there is the pos- 
sibility that adaptation energy can be 
regenerated to some extent, and perhaps 
even transmitted from one living being 
to another by transplantation or replace- 


ment of organs. 


Complicating Factors 

This general statement about aging as 
the result of the wear and tear of life is 
more specifically detailed by Ferraro. 
The basic impairment in the aged per- 
son is disturbance in the integration of 
new memories with old, and the ex- 
ploitation of both in problem solution. 
Emotional factors are very important in 
influencing behavior and reactions of 
old people. Retirement Jeads to intro- 
spection, self-evaluation, and regrets. 
The awareness of present limitations 
gives rise to certain behavioral traits 
common to the aged. 
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Social and cultural practices make for 
greater social isolation of older persons, 
with related feelings of loneliness. ‘They 
need the sense of continued usefulness 
and the opportunity to work as well as 
love and affection. With pathologic se- 
nescence, there is an ego enfeeblement 
and renewed conflict about instinctual 
libidinal drives. ‘Tissue damage per se 
does not produce a psychosis; it is rather 
the person’s failing capacity to compen- 
sate for the damage, as well as social 
and situational stresses which impair his 
ability to withstand the existing cerebral 
damage. 

Alvarez also notes that, not only are 
there often multiple co-existing medical 
disabilities in the elderly, but even a 
minor illness or injury may precipitate 
the decompensation into a chronic state 
of illness.® He agrees that social and 
environmental problems complicate or 
determine the disintegration of function 
and regression into chronic invalidism. 

The issues related to old age embrace 
medical, social, psychologic, economic, 
and cultural problems. Not only must 
solutions to these problems be sought 
in concert with all professions interested 
in interpersonal relations, but medicine 
must take the lead in mobilizing com- 
munity resources to meet the needs of 
the aging.! 

Actually, therapeutic organization and 
planning must remain at an empiric 
level until the fundamental processes 
underlying aging are better understood. 
The growing interest in geriatrics has 
brought renewed optimism about medi- 
cal care of the aged, and has encouraged 
clinical and laboratory research pro- 
grams. The recent shift of medical opin- 
ion is reflected in a new optimism re- 
garding psychiatric care of the aged, a 
willingness to extend surgical care to pa- 
tients previously rejected because of ad- 
vanced years, and a more energetic ap- 
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plication of sound rehabilitation meas- 
ures to a group formerly regarded with 
pessimism and nihilism. 

Still, shortcomings are revealed in re- 
cent views regarding the practical goals 
to be pursued. According to Swartz, the 
so-called stigmata of senescence result 
from the impact of the environment on 
the individual and can therefore be al- 
tered by training and preparation, edu- 
cation, and motivation.® However, he 
does not specify what kind of education 
and what kind of motivation are to be 
aimed at or how these goals may be 
achieved. Tortora emphasizes the use of 
the patient-physician relationship in the 
treatment of the aged and notes it has 
its effects in reducing fear and anxiety.® 

In order to have a sense of security, 
says Rudd, older people must have a 
valid purpose in life, the respect of oth- 
ers for their personalities, some voice in 
ordering their own lives, and freedom to 
exercise the right of choice.* The me- 
chanical provision of human needs 
alone—for example, as deriving from the 
Welfare State—cannot bring security. 
Satisfactions in old age depend on suc- 
cessful human relationships and _ the 
feeling that one is wanted. Work is im- 
portant in maintaining self-esteem. 
However, Rudd leans heavily on philo- 
sophic concepts, and points out that the 
main purpose of the closing years is to 
learn renunciation and relearn lessons 
of the highest spiritual value. In short, 
he says that the main work of the later 
years is to learn to accept sacrifice, to 
turn the other cheek, and to prepare for 
death. 


Available Resources 
I believe it worthwhile to review briefly 
what remedies for old age problems are 
already in effect or are projected for the 
near future. 

1. Economic assistance. The goal of 
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financial sufficiency is aimed at by retire- 
ment and pension plans, either through 
individual or group action, and by the 
increasing acceptance of welfare meas- 
ures by the state, especially universal old 
age pensions. 

2. A medical care program. This var- 
ies from the full medical program of 
the United Kingdom to the more lim- 
ited provision of specialized geriatric 
outpatient clinics in various medical 
centers in Canada. Perhaps midway is 
the impending free medical care for the 
aged needy in the United States, and the 
gradually spreading universal hospital- 
ization movement, the costs to be under- 
written by the government. 

3. Institutions for the aged. This in- 
cludes the facilities utilized for the en- 
feebled, chronically ill, and socially mal- 
adjusted. One should include nursing 
homes, old peoples’ homes, and county 
homes for the aged, state supported or 
maintained by private philanthropies. 
Hospitals are also being built for the 
chronically ill, with a vast increase in 
bed capacity anticipated in the next few 
decades. The utilization of the mental 
hospital for geriatric care has led to in- 
creasing protest on all sides, and has 
highlighted the demand for other facili- 
ties more specifically suited to the needs 
of the aged. 

4. Community agencies. The attempt 
to foster a more successful community 
adjustment is reflected in the establish- 
ment of sheltered workshops and recre- 
ational facilities and the growth of clubs 
for*social, cultural, and personal inter- 
action. The services of a visiting nurse 
or professional homemaker may enable 
an aged person or couple to survive the 
crisis of a temporary illness or cata- 
strophic bereavement. There is also a 
growing conviction that the established 
functions of welfare institutions should 
be extended beyond present limits. 
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Challenge to the Physician 


Most physicians agree that loneliness, 
loss of self-esteem, loss of one’s sense of 
value to others, and loss of recognition 
by the community are the critical fac- 
tors which lead to psychologic regres- 
sion, withdrawal, and the ego disintegra- 
tion typical of the confused and senile 
person. They also agree ‘that work has 
social, cultural, and _ personal values 
which sustain the individual and fortify 
the ego. It would therefore appear to be 
the obvious step for physicians to inform 
the community of the urgent need for a 
work program for those of postretire- 
ment age. This recommendation would 
be an expression of preventive medicine 
at the socioeconomic level of life. 
Medical encouragement for communi- 
ty action to solve medical problems has 
well-established 
only to recall the dramatic effects on 


precedents. One has 


morbidity and mortality which resulted 
from application of community sanita- 
tion measures and the provision for a 
safe water supply. Our communities 
have demonstrated an awareness of the 
problem of human breakdown, and have 
manifested a willingness to become in- 
volved in the problems and their repara- 
tion. One indication of this readiness is 
the increased demand for psychiatric 
services at the day center and general 
hospital levels. 

What is visualized and recommended 
is not the simple extension of an occu- 
pational therapy unit or a_ sheltered 
workshop. Rather, I believe we should 
provide for the regular continuance of 
work, but work on a part-time basis and 
free from the competitive strains of the 
assembly line. The establishment of a 
project of this kind, covering several 
basic fields of activity, would undoubted- 
ly be costly, but the final cost to the 
community would be lessened by the re- 


188 


duced drain on welfare agencies and by 
the postponement of those disabling ill- 
nesses which grow out of boredom, idle- 
ness, and depression. Apart from the 
financial aspects and the postponement 
of illness, the dignity of man is a herit- 


age to be preserved. 

In such a plant, men and women past 
retirement age can continue to work 
each day but for only three to four 
hours at one time. The same facilities 
can then be used for succeeding shifts. 
Goods produced can be released into the 
general economic stream or earmarked 
for special distribution within the coun- 
try or for export. I do not feel that the 
amount of goods so produced would be 
in any sense a threat to the existing 
economy. 

The establishment of such a_ pilot 
project might come from union sponsor- 
ship, government, or private philan- 
thropic sources. The chief responsibility 
of the physician is to restate the prob- 
lems of our aging population and to give 
guidance as to how these problems may 
be met. The basic philosophy which 
must be restated is the urgent need to 
reinclude the old members of our soci- 
ety in the life and work of the commu- 
nity. 


Presented at the combined meeting of the Mont- 
real Clinical Society and the Psychiatric Section 
of the Medical Chirurgical Society, November 
23, 1960. 
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Bowel 
motility 


A problem in 
institutionalized 
geriatric care 


CHARLES WILLIAM SMITH, M.D., 
and PAUL R. EVANS, M.D. 
ELIZABETHTOWN, PENNSYLVANIA 


Constipation in aged patients can 
be relieved by the administration 
of senna preparations, which stimu- 
late peristaltic action physiologic- 
ally and reproduce spontaneous 
bowel movements. Since it also re- 
stores normal bowel function, senna 
permits eventual discontinuance of 
therapy. Side effects of treatment 
are minor and transitory. 


CHARLES WILLIAM SMITH is physician-in- 
chief and PAUL R. EVANS is medical di- 
rector, Philadelphia Freemasons’ Me- 
morial Hospital, Elizabethtown. 
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Hi Constipation has been characterized 
by Stieglitz as the most common com- 
plaint of the aged. Directly related prob- 
lems range from psychologic fixation to 
serious pathologic sequelae. 

A number of anorectal diseases, in- 
cluding hemorrhoids, fissures, anal ul- 
cers, and rectal or uterine prolapse or 
both, are directly traceable to or compli- 
cated by constipation.?»* Straining at 
stool, often an accompaniment of con- 
stipation, may induce ventral, femoral, 
or inguinal hernias and a series of vas- 
cular changes in the circulatory tree 
which may precipitate myocardial in- 
farction, cerebrovascular accidents, and 
peripheral arteriosclerosis obliterans.?:4 

Chronic constipation may lead to a 
series of psychosomatic symptoms, in- 
cluding headache, gastrointestinal dis- 
turbances, pruritus ani, and melancho- 
lia, and injudicious self-medication may 
cause other complications. Constipation 
represents an administrative and proce- 
dural burden for those institutions con- 
cerned with the care of the aged. 

Largely a function of the normal aging 
process, constipation is caused by hypo- 
plasia and atony of the muscularis of the 
colon and frequently is aggravated by 
atrophy of the mucous glands. Habits 
which geriatric patients tend to adopt or 
which the aging process imposes upon 
them—a low residue diet with insufficient 
bulk, inadequate fluid intake or exces- 
sive loss of fluid, a long-standing reli- 
ance on purgatives and colonic irriga- 
tion, imperfect mastication because of 
bad teeth, and lack of physical activity, 
with subsequent weakened abdominal 
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musculature and diminished defecatory 
reflex!;*:5-compound the difficulty, as 
does the addition of special psychologic 
problems to the tensions of modern liv- 
ing which tend to generate constipation 
in all age groups.* 

Constipation can develop, of course, 


from organic causes, so careful differen- 
tial diagnosis is extremely important in 
order to rule out organic disease, par- 
ticularly neoplasms, which often present 
atypical symptoms in the aged. Laxa- 
tives are required in many cases?*-® to 
induce an approximation of normal 
physiologic defecation. Refined prepara- 
tions of the glycosides contained in the 
senna pod seem to stimulate peristaltic 
action physiologically™!? and _ repro- 
duce spontaneous bowel movements.!*"17 

Because chronic constipation is a 
troublesome problem among geriatric 
patients at the Philadelphia Freemasons’ 
Memorial Hospital, we undertook a 
study of the effect of standardized senna 
preparations (Senotabs, Senokot) on a 
group of elderly constipated patients. 


Method and Materials 


Of the 40 patients of both sexes included 
in this study, ranging in age from 55 to 
93 years, 13 were bedfast, 1 was semi- 
ambulatory, and | was restricted to a 
wheel chair. Of the total group, 32 had 
3, cardiovascular 
the 
1, encephalitis; 1, asthma; 1, multiple 


cardiovascular diseases; 
accidents; 1, carcinoma of breast; 
sclerosis; and 1, rheumatoid arthritis. 
Each patient was given a standardized 
senna preparation, either in granule 
form or as coated tablets, for a period 
of forty-two days. The initial dose was 
the equivalent of 600 mg. of standard- 
ized senna. When 
immediate, 


bowel response was 
reduced. 


During the first week, dosages were ti- 


the dosage was 
trated upward or downward in an ef- 
fort to determine the smallest effective 
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dose for each individual. Most patients 
who responded to treatment immediate- 
ly were given a maintenance dose of 
300 mg. each day for three weeks and 
then an intermittent dosage of 450 mg. 
every two or three days for the final 
three weeks. In a few cases in which 
constipation persisted, the dosage was 
increased, but only in one case did it 
go as high as 900 mg. When _ bowel 
frequent or 
stools too soft, therapy was discontinued 
for a short time. 


movements became too 


Results 


The chief criterion of constipation cor- 
rection was stool consistency; a second- 
ary criterion was frequency of bowel 
movements. Of the 40 patients studied, 
29 had at least 4 bowel movements of 
normal consistency a week without re- 
sort to enema. Of the remaining 11, 5 
had stools of normal consistency but re- 
quired an occasional enema and 6 had 
an increased number of bowel move- 
ments. However, of these 6, stools were 
hard in 2, soft in 1, varyingly soft and 
hard in 2, and normal in 1 except for 2 
transitory diarrheic episodes. Of the 34 
whose stools were of normal consistency 
—29 with constipation corrected and 5 
requiring occasional enemas—27_re- 
quired a maintenance dose of only 450 
mg. of standardized senna every two or 
three days after the first three weeks of 
treatment. 

Before treatment, 20 of the 40 patients 
had required an average of about 3 ene- 
mas a week. During therapy, 10 of these 
required no enemas at all, while the 
number of enemas needed by the other 
10 was reduced in all but one case, that 
of an 88-year-old woman who required 
one enema a week before therapy and 
the same during therapy. Although 11 
of the 40 patients had had impactions 
before treatment, no. impactions oc- 
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curred during therapy. Treatment was 
more successful in producing normal 
bowel movements in ambulatory than 
in bedfast patients. 

Minor, transient side effects occurred 
in 4 patients; 2 had brief episodes of 
diarrhea and 2 had abdominal disten- 
tion that began soon after treatment was 
initiated but disappeared upon discon- 
tinuance of therapy and did not reap- 
pear after treatment was resumed. 


Comment 

There has always been difficulty in de- 
termining the emphasis to be placed on 
laxatives in combating constipation in 
geriatric patients. The physiologic 
changes associated with aging, as well 
as necessary modifications in the lives 
of most elderly people, such as reduc- 
tion of exercise, are known to lower 
colonic motility. Habitual use of laxa- 
tives or colonic irrigation tends to aggra- 
vate this physiologic factor, and repeat- 
ed enemas do nothing to restore bowel 
function. In part, this overdependency 
on laxatives comes from mistaken no- 
tions regarding the proper frequency of 
bowel movement and from the preoccu- 
pation of elderly people with bowel 
habits. 

When these physiologic changes take 
place, supportive therapy may have to 
be supplied if bowel action is to remain 
normal, especially if potentially consti- 
pating drugs are being given for primary 
diseases. A proper drug regime should 
stimulate and duplicate natural bowel 
function and lead, eventually, either to 
bowel rehabilitation or to reduced reli- 
ance upon laxatives. 

In our use of standardized senna, nor- 
mal bowel function and proper stool 
consistency were achieved in 34 of 40 
chronically constipated patients soon 
after therapy began. After three weeks 
of administration, proper bowel func- 
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tion in 27 of these patients was main- 
tained with a minimal maintenance 
dose once every two or three days. Every 
one of the patients had previously re- 
ceived laxative therapy on a daily basis 
without appreciable or lasting correc- 
tion of constipation. 


Summary and Conclusion 


Aside from the discomfort and psychic 
fixation from chronic constipation, there 
is danger of serious sequelae. Constipa- 
tion presents a considerable institution- 
al problem in geriatric care. 

In a forty-two-day therapeutic eval- 
uation of a standardized senna prepara- 
tion in tablet (Senotab) and granule 
(Senokot) forms given to 40 chronically 
constipated patients ranging in age from 
55 to 93 years, constipation was correct- 
ed in 29 and improved in 11 patients. 
In the last three weeks of the study, 
normal stools were maintained in 27 pa- 
tients with intermittent doses every two 
or three days. The need for enemas was 
eliminated in 10 of the 20 patients and 
sharply reduced in 9 of the remaining 
10. Recurrent fecal impactions in 1] pa- 
tients were prevented during the course 
of therapy. 

Frequency of bowel movement was in- 
creased in virtually all patients. The 
only side effects were diarrhea and ab- 
dominal distention, which occurred at 
the onset of therapy and disappeared 
when dosage was reduced. 

The Senotab tablets and Senokot granules used 


in this study were supplied by the Purdue Fred- 
erick Company. 
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OPEN, DRAINING LESIONS and pinkish areas of the skin often develop as a 


result of prolonged pressure in bedridden patients and in those con- 


fined to wheel chairs. Such persons can benefit from an active main- 


tenance program designed to heal the wounds and improve the tone 


and texture of the skin. 


Nursing care in such a program consists of keeping patients dry; 


turning patients at two-hour intervals; relieving pressure points; and 


cleaning and massaging nondenuded skin areas with germicidal soap, 


silicone spray, and a solution of alcohol and 20 per cent tannic acid. 


The diet should be high in and supplemented with vitamins. Physical 


therapy is conducted seven days a week and consists of exposing the 
patient to infrared radiation for twenty to thirty minutes twice daily, 
following with a massage. Ultraviolet radiation is used as needed. 


When this treatment was begun, 13 patients had open lesions and 2 


had pinkish areas. After one year, 15 patients were being treated for 


pink areas of the skin and 2 for open lesions—a reversal of the condi- 


tions found the year before. Patient turnover was low because, as 


soon as areas healed, a prophylactic regimen was begun to prevent 


future breakdown. 


J. R. HAYHURST and H. W. KIRK: The treatment of pressure areas—a preventive and 
curative program. Phys. Therap. Rev. 40: 519-520, 1960. 
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Welfare policies 
relating to income 
and tax status 

of the aged 


WILBUR J. COHEN 
ANN ARBOR, MICHIGAN 


To improve the financial condi- 
tions of the aged, a compulsory 
social insurance program is vitally 
needed. Currently, federal programs 
help the indigent and wealthy aged 
most, but not sufficiently those with 
modest incomes. Under present 
policies, much revenue is lost on 
the one hand, and many old people 
suffer from insufficient funds on 
the other. 


WILBUR J. COHEN, who was professor of 
public welfare administration, the 
University of Michigan, when he pre- 
pared this article, is now assistant 
secretary of Health, Education, and 
Welfare, Washington, D.C. 
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Hi he monetary income of the 15 mil- 
lion aged in 1958 was approximately 
$30 billion. A rough estimate of federal 
income taxes and state and local taxes 
paid by the aged in that year is about 
$5 billion.! This left the old people with 
about $25 billion as personal disposable 
income, excluding withdrawals from 
assets, payments for medical care by 
other persons or agencies, or non-money 
income. At the same time, the federal 
treasury makes a direct and indirect con- 
tribution to the aged of approximately 
$2 to $3 billion a year. 

To bring all of the elderly people up 
to a minimum standard of income suffh- 
cient to assure health and decency would 
have involved about $5 to $10 billion 
additional income to them in 1958. This 
deficiency in the income would be even 
greater if allowance is made for fully 
paying for adequate medical care for the 
aged. 

These observations raise the question 
of what changes in public programs and 
policies are necessary to achieve the ob- 
jective of a minimum standard of health 
and decency for the aged. Before giving 
even a tentative answer to this question, 
a number of interrelated programs, pol- 
icies, trends, and issues must be consid- 
ered. 

About 80 to 85 per cent of all non- 
working elderly persons are receiving 
some kind of governmental income- 
maintenance benefit. These programs 
provide over $10 billion in benefits. 
However, a consideration of the income 
maintenance policies relating to aged 
persons involves four very different kinds 
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of welfare programs: (1) social insurance 
—Old Age, Survivors and Disability In- 
surance (OASDI), (2) social assistance 
—Old Age Assistance (OAA), (3) pri- 


vate retirement plans, and 


(4) fiscal 


welfare subsidies through the tax laws.” 


Variations in Income 

As the programs mature,. the propor- 
tion of the aged receiving some income 
from them increase. 
There are presently wide variations in 
the income of elderly persons. About 
three-fifths of all persons age 65 and 
over had less than $1,000 income in 
1957, and another one-fifth received 
$1,000 to $2,000. Nearly one-half of all 
aged couples without relatives in the 
household received less than $2,000 in 
1956.8 

Many of the high- and a very large 
proportion of the low-income recipients 
in the country will be found among the 
aged.* Substantial sources of their income 


will continue to 


are nontaxable under the federal income 
tax. Most old people do not pay any in- 
come tax.* Retirement plans, both public 
and private, have a bearing on earnings, 
income levels, employment, investments, 
consumption levels, and federal and state 
expenditures and tax revenues. 

Under present policies, the federal 
treasury, through federal grants to the 
states for public assistance to needy per- 
sons, helps the most indigent aged and, 
on the other hand, through tax provi- 
sions, such as the “double exemption” 
and the “retirement income credit,” 
helps the more well-to-do. The term 
“double exemption” will be used to 
refer to the provision in the tax law 
which gives an aged person a $1,200 
personal exemption instead of the $600 
exemption which is granted persons un- 
der age 65. 

The term “retirement income credit” 
refers to the tax credit of 20 per cent on 
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retirement income up to $1,200 a year 
or $240. But, for the aged with very 
modest incomes—for example, a couple 
with $1,200 a year or less, who are neither 
receiving assistance nor insurance bene- 
fits—the federal treasury gives no direct 
or special help. 

Various tax provisions, such as the 
maximum deduction for medical ex- 
penses up to $30,000 for a disabled aged 
couple and tax deferment of almost un- 
limited employer contributions for ex- 
ecutive pensions, are favorable for high- 
er income persons. At the same time, 
there are marked inadequacies in exist- 
ing public old age assistance and old age 
insurance programs, particularly with 
respect to low income recipients. 

The commissioner of Social Security, 
William L. Mitchell, recently said about 
payments in public assistance that 
“many in many states represent 
little more than slow starvation.’® Ac- 
cording to estimates made by the Social 
Security Administration, assistance pay- 
ments for recipients of old-age assist- 
ance in December 1958 fell about $400 
million a year below the amount neces- 
sary to maintain reasonable health and 
decency. 

This figure would be substantially 
higher, of course, if it included the 
estimates for additional needy persons 
who would become eligible for aid if as- 
sistance were to meet 100 per cent of 
need under more adequate standards. 

The tax and benefit policies and pro- 
grams for the aged have evolved on a 
piecemeal basis over the past twenty-five 
years. There undoubtedly was some jus- 
tification for each part of the whole as 
each part was enacted, but the whole has 
gaps and inconsistencies from social and 
fiscal points of view and from the point 
of view of the over-all welfare of the 
aged. 

Many new developments are on the 
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horizon with respect to retirement plan- 
ning for the aged, whose number and 
income will continue to increase. There 
are many areas in which adequate infor- 
mation about the income and tax sta- 
tuses of old persons is not available. 
This information is vitally needed as a 
basis for developing an intelligent, con- 
sistent, and socially desirable set of na- 
tional policies for the aged in the future. 
A comprehensive and objective review 
of the income, tax, asset, employment, 
saving, benefit, and consumption. sta- 
tuses of the aged should be undertaken. 
Such a study should not prevent making 
specific changes in tax and benefit provi- 
sions in existing laws when the need is 
clear and convincing. However, consid- 
eration should be given to interrelation- 
ships and the most effective methods of 
aiding the aged currently and in the 
long run. 

Significant changes have occurred in 
the past twenty-five years in public 
and private institutional arrangements, 
which have affected the amount and dis- 
tribution of the income of the aged. In 
large part, these changes are the result 
of a number of separate programs and 
policies established by Congress from 
time to time in the Social Security Act, 
the income tax laws, veterans legisla- 
tion, railroad retirement, and various 
retirement systems which are established 
for public employees and the military 
service. 

No intensive over-all study has been 
made, however, evaluating how these tax 
and benefit provisions affect the incomes 
and levels of living of the aged and 
their impact on governmental revenues, 
present and prospective. There are 
pending in Congress a number of far- 
reaching proposals affecting the income 
and tax statuses of old people. A com- 
prehensive review of the factors affect- 
ing the present and future income of the 
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aged therefore seems desirable before 
decisions on various proposals affecting 
the aged are made. 


Social Policy Issues 

and Tax Programs 

Changing or continuing existing provi- 
sions of the tax laws relating to the aged 
has an important bearing on their in- 
come and welfare. Not only are a sub- 
stantial proportion of elderly persons in 
the low-income groups, but about one- 
third of their aggregate income is de- 
rived from public income maintenance 
programs. 

Policy decisions regarding the goals 
for improving the tax and income sta- 
tuses of the aged, while, at the same 
time, preserving other desirable objec- 
tives, involve the interaction of a num- 
ber of different federal program provi- 
sions. It is difficult to make a sound de- 
termination about a specific single provi- 
sion or proposal without relating it to 
some other provisions or proposals. In 
the past, specific policies affecting the 
aged have been adopted without ade- 
quate consideration of the over-all, 
long-run relationships to a total public 
policy for the aged. 

Undoubtedly, different individuals and 
groups will interpret and emphasize the 
objectives of public policy somewhat 
differently. Governmental policies in 
both benefit and tax programs, particu- 
larly since 1935, have consciously aimed 
to: (1) increase the income of the aged 
both in absolute and relative terms; 
(2) provide such income as far as pos- 
sible on an insurance rather than on an 
assistance basis; (3) reduce the burden 
on relatives, charitable organizations, 
and general revenues of caring for the 
aged; (4) provide a basic underpinning 
for them through assistance on a needs 
test basis; (5) recognize their special 
medical care needs; and (6) encourage 


195 





the distribution of the costs of providing 
retirement benefits and medical care to 


the aged over an individual’s working 
lifetime. 

Some of the following criteria or 
combinations or modifications thereof 
should be considered in regard to alle- 
viating the financial problems of the 
aged: 

1. Increase net disposable income as part 
of an over-all plan to reduce rates and/or 
increase exemptions which might especially 
benefit the aged. 

2. Decrease the tax on the aged with low 
or moderate incomes. 

3. Encourage individual thrift. 

4. Increase the total volume of savings. 

5. Encourage or discourage early retire- 
ment. 

6. Encourage or discourage employment 
of the aged. 

7. Effectuate a redistribution of income 
from the middle and upper income to the 
lowest income of elderly persons. 

8. Encourage provision for medical care 
of the aged through insurance arrangements. 

9. Reduce the long-run cost to general 
revenues of programs for the aged. 

Some of these criteria are in conflict, 
and some are highly controversial. But 
it is clear from merely listing them that 
social policy inevitably plays a large 
role in evaluating changes in existing 
tax programs. A realistic 
policy limited solely to tax changes can- 


rational yet 


not, in the short-run, significantly im- 
prove the income and welfare of many 
of the aged. Hence, another approach 
to be employed would be to consider 
changes in various programs such as 
OASDI and public assistance or such 
changes combined with changes in the 
tax laws with the objective of improving 
the income and welfare of the aged. 
Such an approach might embody some 
of the elements noted in the foregoing 
list of criteria. 

Before considering changes in present 
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provisions, it is appropriate to determine 
the extent of the federal government’s 
present contribution to the aged. 


The Present Contribution of 
the Federal Treasury 


In the past ten to twenty years, there 
has been “a remarkable development of 
social policy operating through the fis- 
cal system.”? The tax laws have become 
a system of “fiscal welfare” benefits for 
the aged second only to the extensive 
system of social welfare benefits. 

The federal treasury makes a direct 
and indirect contribution of at least $2 
billion a year to the aged at the present 
time, and the amount might well be 
closer to $3 billion a year if estimates 
were available for all tax and benefit 
provisions affecting old people, includ- 
ing the deferred taxation of employer 
contributions to retirement programs. 
The following items have been included 
in the over-all total estimate: 

@ The double exemption for the aged 
currently involves a revenue loss annu- 
ally of about $475 to $600 million; the 
retirement income credit involves a loss 
in the neighborhood of $100 million; 
the special medical expense waiver for 
the aged involves a loss of perhaps about 
$40 to $50 million. Persons under age 
65 may deduct medical expenses in ex- 
cess of 3 per cent of adjusted gross in- 
come. For the aged, the 3 per cent rule 
is waived. The deduction is limited to 
$5,000 if the taxpayer is single or 
$10,000 if he is head of the household. 
Thus, these three special provisions in- 
volved about three-quarters of a billion 
dollars in lost revenue in 1958. 

@ The general treasury also provides 
about $1 billion annually directly to the 
states for old age assistance to about 
2.4 million needy aged persons, repre- 
senting about 15.6 per cent of the aged 
population. State and local governments 
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contribute an additional $800 million.® 
Other programs, such as the Hill-Burton 
hospital construction program, provide 
federal funds for hospital beds used by 
aged persons. 

@ Four other general provisions of 
the tax laws are specially favorable for 
elderly people and involve a substantial 
loss in current revenues: 

1. Social security, railroad retirement, and 
veterans benefits are not reportable as “in- 
come.” These sources of income were about 
$8 billion in 1958. 

2. Contributions by an employer to re- 
tirement pensions are not taxable at the 
time paid, but, in general, the benefits are 
taxable to the employee for that portion not 
paid by the employee. This gives the em- 
ployee the advantage of paying the tax when 
he is usually in a lower income bracket. In 
1957, employers contributed about $3.9 bil- 
lion to these plans. The loss of revenues 
from this provision is probably at least $500 
million annually and may well be in the 
neighborhood of $1 billion.? 

3. Contributions by an employer for 
health insurance are not taxable or is the 
“income” in the 
form of medical bills paid. The loss of reve- 


taxable to an individual 
nue from this provision for currently aged 
persons is presently small but is increasing. 
4. Contributions to the support of chari- 
table, religious, medical, research, and simi- 
lar activities are not taxable within certain 
limits. Some of these activities relate to the 
welfare of the aged. In 1955, individuals and 
corporations contributed $5.9 billion for re- 
ligious and philanthropic purposes,’ but no 
over-all estimate of the amount of such con- 
tributions for the aged is available. From 
general observations, it would appear that 
voluntary contributions for such activities 
for old persons have been increasing in re- 
cent years as interest in the problems of a 
growing aged population has increased. 


These various provisions raise a ques- 
tion as to the sources, size, and distribu- 
tion of the income of the aged in rela- 
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tion to existing and proposed tax and 
benefit provisions. Since the sources, 
distribution, and relative size of the in- 
come of the aged differ markedly from 
other groups in the economy, it is de- 
sirable to discover these factors 
may have a bearing on changes in tax 
or benefit provisions. 


how 


Income of the Aged in 1958 


Assuming the total income of the aged 
was about $30 billion in 1958, about 40 
per cent of the aggregate came from 
public and private income-maintenance 
programs. About a third came from em- 
ployment, and between 25 and 30 per 
cent came from other sources. 

Most of the $10.7 billion received 
from public income-maintenance pro- 
grams is not reportable as income for 
tax purposes, though some of the in- 
come from retirement plans for public 
employees is reportable and_ taxable. 
Roughly, then, about one-third of the 
income of the aged is not counted as 
gross income under the income tax laws. 
About two-thirds probably falls within 
the existing concept of “adjusted gross 
income. 

Available data do not disclose the total 
amount of federal income taxes paid by 
the aged, or is it easy to derive a satis- 
factory estimate. Taking into account the 
special tax exemptions and deductions 
for old people, the best guess that the 
author has been able to make is that 
around $2 billion was paid in federal 
income taxes for the year 1956. This 
does not include social security taxes of 
about $175 million levied directly on 
aged persons. The total federal income 
taxes paid by old people appears to be 
about only 7 per cent of their aggregate 
income.® 

There is considerable question about 
the extent and significance of the distri- 
bution of income among the aged. Any 
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sound, long-run re-evaluation of policies 
affecting them requires much more de- 
tailed and accurate information on dis- 
tribution than we have today. 


How Do Present Taxes Affect the Aged? 


Another of the important areas for poli- 
cy consideration in which information is 
not available is the total impact of fed- 
eral, state, and local taxes on the aged. 
Since such a large proportion of them 
have low incomes, it is important to 
know the effect of all taxes on this group. 

A very large proportion of aged cou- 
ples and individuals have incomes under 
$2,000 a year. Available estimates indi- 
cate that the incidence of taxes on all 
spending units in the income group 
under $2,000 is between 20 to 27 per 
cent.! While the aged have some advan- 
tages with respect to their tax status and 
the kinds of income and assets they ac- 
tually have, we do not know the total 
impact of taxes on them in comparison 
with income classes for groups under 
age 65. Also, we do not know the differ- 
ential impact upon different groups of 
old people, such as the employed, those 
living primarily on investment or pen- 
sion incomes, and those living off assets. 

There are important differences, and 
some similarities, in the amount and dis- 
tribution of consumer expenditures for 
the aged as compared with other age 
groups in the population. Some of the 
differences are explainable in terms of 
family size and the kinds of expendi- 
tures necessary at different stages of the 
life cycle. This requires further atten- 
tion in relation to changes in assets and 
liabilities. 

A careful study of incomes, expendi- 
tures, assets, liabilities, and net worth of 
the aged is necessary, since certain types 
of “real income” to them are not cus- 
tomarily reported as income in various 
statistical surveys. The most important 


198 


of these is probably withdrawals from 
assets, which probably is especially sig- 
nificant for understanding the welfare 
of the aged. However, capital gains and 
contributions from relatives probably 
also should be considered, since they 
may be underreported. 

The $25 to $30 billion total money 
income of elderly people represented 
about 6 to 7 per cent of the gross nation- 
al product in 1958. If, during the next 
decade, their relative share increases to 
7 or 8 per cent and the gross national 
product to $750 billion, the total money 
income of the aged will be in the neigh- 
borhood of $50 to $60 billion. Present 
and future tax policies with respect to 
the aged must be postulated on the like- 
lihood of this type of increase. The im- 
plications of this possibility requires 
careful consideration of existing and 
proposed policies. 


Emerging Health Needs of the Aged: 
A Priority Need? 


One of the most important areas affect- 
ing the income, welfare, and taxes of the 
aged concerns medical care. The impor- 
tance of medical care costs to this group 
is recognized by three provisions of ex- 
isting federal laws: (1) the special med- 
ical care waiver of the 3 per cent rule 
for the aged, (2) the nontaxability of 
health insurance contributions by em- 
ployers and the resulting benefits, and 
(3) medical care costs for old age assist- 
ance recipients financed in part by fed- 
eral funds. 

Two observations are relevant in this 
connection: existing provisions are not 
adequately dealing with the health 
needs of the aged, and existing: public 
assistance provisions will result in an in- 
creasing amount of subsidy from gen- 
eral revenues for their medical care. 

Before any further liberalizations are 
made in existing tax laws affecting the 
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aged, their long-run health needs should 
be carefully assessed. 

Medical care payments in public assist- 
ance in 1958 were estimated at $400 
million, of which $300 million was for 
direct payments to suppliers of medical 
services. About one-half of this latter 
total was for medical services to aged 
assistance recipients. According to the 
best estimates I have been able to make, 
if all states were participating fully and 
providing reasonably adequate medical 
services at the present time, about $500 
million more per year would be expend- 
ed just for the needy aged. 

Assuming that hospital costs will 
continue to rise only about 5 per cent a 
year—a very conservative estimate— 
and that OASDI benefits were to remain 
at their present level relative to wages 
and prices, within ten years, medical ex- 
penditures in public assistance might 
reach—or exceed—$1 billion annually. 
Of this amount, a substantial share will 
come from federal funds. If hospital 
costs rise 10 per cent a year, as they did 
in the past decade, public assistance ex- 
penditures for medical care may rise 
even more rapidly. 

‘These totals do not include some $500 
million now being spent for hospital 
care by federal, state, or local govern- 
ments. 

All of these expenditures will contin- 
ue to increase as the aged population of 
the nation increases and as their demand 
for medical care increases. The federal 
and state budgets in the future will be 
carrying a sizable and increasing finan- 
cial burden for medical care costs for 
aged persons. 

Voluntary health insurance does not 
adequately cover their medical needs. It 
fails to cover many low-income aged per- 
sons and is not likely to cover all or most 
of these people in the foreseeable future. 
Hence, some new arrangements may 
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have to be developed to meet the health 
needs of old people. 


Proposal to Improve 
Income and Welfare of the Aged 


The considerations advanced in this 
paper indicate the need for the formula- 
tion of a comprehensive program to im- 
prove the status of the aged in which 
tax provisions would be included. The 
major features of a tentative proposal 
along these lines are as follows: 

@ Improvements in the contributory 
wage-related benefits and the adoption of 
financing provisions to pay for such im- 
provements. 

@ £xtension of contributory coverage to 
all employments administratively feasible. 
@ Addition of hospital insurance and re- 
lated health insurance benefits to OASDI 
beneficiaries and purchase of such _protec- 
tion for other aged persons who are not 
beneficiaries. 

@ Modification of the fiscal and invest- 
ment practices of the OASDI trust fund as 
recommended by the Advisory Council on 
Social Security Financing. 

@ Revision of the federal-state public as- 
sistance provisions by broadening coverage 
to include all needy persons and providing 
for an over-all equalization formula based 
upon federal grants, which possibly might 
eventually provide 50 per cent to the state 
with per capita income equal to the nation- 
al average. 

e Modification of the double exemption 
for the aged in the income tax and the medi- 
cal expense waiver for the aged. 


There are, of course, a number of pos- 
sible alternatives and variations in de- 
tails in any such over-all program. The 
following discussion touches on some of 
the major elements under each of the 
foregoing six points. 

Improving the contributory wage- 
related program. The benefit formula in 
the contributory, wage-related program 
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could be modified to provide an average 
benefit of $100 a month at 1959 prices. 
The minimum monthly benefit for in- 
sured persons could be raised to $40 or 
$50. The eventual maximum individual 
benefit could be raised primarily by 
raising the maximum wage base, thus 
assuring a spread in the wage-related, 
contributory benefit. 

Widows have the very lowest incomes 
among all beneficiaries. Logically, they 
should receive 100 per cent of the pri- 
mary benefit amount, as does a single re- 
tired worker, instead of the 
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75 per cent 
they receive at present. An increase to 
100 per cent, however, might cost some- 
what more than one-half per cent of the 
payroll. Hence, it might be necessary to 
increase this amount in two or three 
steps. An initial increase could be to 80 
or 85 per cent. 

The “retirement test” could be made 
more liberal by increasing the present 
$1,500 cutoff to at least $2,400. 

Two changes should be considered 
with respect to disability insurance ben- 
efits: (1) repealing the requirement that 
a disability must be long-continued or 
indefinite in duration. (2) payment of 
the cost of rehabilitating disabled per- 
sons from the disability account in the 
trust fund. 

Both changes would not only help dis- 
abled people but would aid the general 
taxpayer by reducing some of the gen- 
eral revenue financing costs. Many dis- 
abled persons now have to apply for 
public assistance or vocational rehabili- 
tation or both. Both programs are fi- 
nanced from general revenues, and the 
federal government is paying about 60 
per cent of the total cost of each pro- 
gram. Both programs are limited at the 
present time, in part, by lack of funds. 
Many additional disabled persons could 
be rehabilitated by providing that the 
disability account would pay for their 
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rehabilitation, which would also save 
the system funds in the long run as these 
persons returned to regular occupation. 

Extension of coverage. Coverage 
would be extended to all major types of 
employments.!° In addition, the eligibil- 
ity conditions of the program could be 
made more liberal, so that individuals 
retiring in the near future could be eli- 
gible with fewer quarters of coverage 
than required by present law. 

Adding hospital insurance benefits. 
Hospital insurance benefits could be 
provided to aged persons and also to 
widows and orphans and to those who 
are disabled. The basic duration of bene- 
fits initially could be one hundred and 
twenty days, extended by length of time 
the insured had contributed to the sys- 
tem. 

Modification of investment practices. 
The adoption of the recommendations 
of the Advisory Council on Social Se- 
curity Financing would increase the in- 
terest yield at the present time to the 
program on the trust fund. 

Modification of public assistance. In 
line with the modifications and exten- 
sions of the OASDI program noted 
above, the public assistance program 
could be revised so that for all public 
assistance, including general assistance, 
the federal government would share on 
an “equalization” formula basis, which, 
in the course of time, would be based on 
federal grants of 50 per cent to the state 
with per capita income equal to the na- 
tional average, with a range of about 
33-1/3 to 40 per cent for the state with 
the highest per capita income to about 
66-2/3 to 80 per cent for the state with 
the lowest per capita income. 

Modification of double exemption for 
the aged in the income tax and the medi- 
cal expense waiver. If hospital insurance 
coverage is purchased for old persons 
who are not OASDI beneficiaries, this 
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cost could be borne out of general reve- 
nues. By modifying or repealing the dou- 
ble exemption for the aged in the in- 
come tax at the same time, these two ac- 
tions should result in no net increase in 
costs to general revenues and most likely 
an eventual decrease. At the same time, 
it would reduce long-run costs for old 
age assistance and provide more elderly 
people with protection as a matter of 
right rather than on a needs test basis. 

The waiver of the 3 per cent rule for 
medical expense should be reexamined 
in this connection. If all aged persons 
are covered by some basic héalth insur- 
ance protection, the medical expense 
provision in the income tax could be the 
same for the aged as for those now 
under age 65. Some consideration might 
also be given to lowering the maximum 
exemptions under the medical expense 
provision. 


Concluding Observations 

Our gross national product is increasing, 
and there is every indication that it will 
continue to grow in the immediate years 
ahead. There is strong evidence that, 
within the next ten years, the gross na- 
tional product will be in excess of $750 
billion and that real family income will 
be much higher than it is today. Conse- 
quently, we must readjust our sights to 
the steady growth and expansion of our 
economy. We can afford to improve our 
social welfare programs for the aged if 
we plan our welfare and tax programs 
in a setting of increasing ability to pay 
for necessary and desirable improve- 
ments.!1 We should, therefore, seek to 
develop a comprehensive policy and con- 
sistent set of provisions relating to bene- 
fits and taxation of the aged. 

Naturally, there are financial consid- 
erations and limits at any given time to 
program changes. There are the all- 
important factors of method and timing. 
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But OASDI as a contributory social in- 
surance system has demonstrated its ef- 
fectiveness and, as wages, productivity, 
and earnings increase, we should be able 
to make, as a central focus of our na- 
tional policy, the revision and improve- 
ment of the program in harmony with 
the nation’s increasing ability to pay. 

A long-range financing plan is neces- 
sary, and this is one of the strengths of 
the OASDI program. Moreover, by re- 
lating the contributions and benefits to 
earnings, the system receives increased 
income as earnings increase. In addition, 
employees have indicated their willing- 
ness to increase their contributions to 
the OASDI system for essential 
provements. 

In considering future tax and _pro- 
gram changes relating to the aged, any 
changes should take into consideration 
five general social policy assumptions: 


im- 


1. There is no need or justification in 
our economy for any elderly person who is 
retired or disabled or for any family in 
which the breadwinner has died being in 
want. 


2. The need for any aged person to have 
recourse to assistance on a needs test basis 
should be reduced to an absolute minimum. 
Present policies assume that the number 
and proportion of aged receiving assistance 
will continue for the next ten years at a 
relatively higher level than is desirable, that 
is, in excess of 10 per cent of the aged popu- 
lation in 1970.12 

3. Social insurance methods have proved 
their effectiveness and acceptability and 
should be strengthened to provide more 
adequate aid to the aged and to assist in 
dealing with the financial problems involved 
in medical care. 


4. In an expanding economy, we can allo- 
cate more of our public and private re- 
sources to the needs of old people and 
other nonemployed groups in such a way 
that the incentives of the productive popu- 
lation will not be adversely affected. 
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5. In addition to our social insurance 


needs, there are other important health, 5 
education, and welfare needs of the entire 
population that have a valid claim on our 
expanding resources and which must be : 
taken into account in determining social 
priorities in meeting human needs for any . 
particular group. These priorities must be 
subject to periodic review and are one of 8 
the essential responsibilities of Congress. 

9 
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IN MIGRAINE PROPHYLAXIS, l-methyl-lysergic acid butanolamide (UML- 
191) may have some value. The drug was administered orally to 26 


patients who had resistant vascular headache of long standing, in- 
cluding 23 with migraine and 3 with cluster headaches. None had 
responded to previous forms of treatment. The average dose was 6 


mg. daily; prophylactic treatment continued for twenty-six to sixty- 


5° 


five days. A preliminary evaluation showed marked improvement in 2 


migraine patients, with no attack since treatment began. Migraine 
attacks were reduced in severity and frequency in 16 patients, while 
results were unsatisfactory in 5. Two of the cluster headache patients 


reported cessation of attacks after two weeks. However, no conclusions 


could be drawn because cluster headaches often stop spontaneously. 


A. P. FRIEDMAN: Clinical observations with 


1-methyl-lysergic acid butanolamide 


(UML-491) in vascular headache. Angiology 2: 364-366, 1960. 
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Next to the Federal Old Age and 
Survivors Insurance, which is a 
basic program, the Swiss National 
Foundation, “Pro Senectute,” is the 
most important organization in 
Switzerland concerned with the 
elderly and their problems. It not 
only handles additional contribu- 
tions but is responsible for the 
Home Help Service. It promotes 
the erection of apartments and 
homes for the aged and tries to get 
old people out of their isolation. 
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the Swiss National Foundation of Pro 
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s In Switzerland, as in all other civi- 
lized countries, a steady increase of the 
oldest generation is taking place. The 
fact that these old peopie can earn their 
living only in a limited way, if at all, 
makes the question of old people’s wel- 
fare increasingly important. In 1900, the 
Swiss population totaled 3,315,000 per- 
sons, of whom 193,000, or 5.8 per cent, 
were over 65 years old; in 1950, Switzer- 
land had 4,700,000 inhabitants, of which 
453,000, or 9.6 per cent, were over 65. 
According to the latest calculations, the 
number of these old people will increase 
by about 10,000 persons each year, and 
our country has, consequently, to face 
very serious and urgent problems in this 
area. 

The Federal Old Age and Survivors 
Insurance, in force since January l, 
1948, and one of the most important so- 
cial improvements in Switzerland, is 
merely a basic social insurance that does 
not cover all the necessities of life. Sup- 
plementary annuities of the Confedera- 
tion, as well as those which 14 of the 25 
cantons or semicantons and a number ol 
municipalities are granting from their 
own funds to old people and survivors, 
are often not a sufficient complement to 
the federal annuity. In these cases, Pro 
Senectute, the Swiss foundation for old 
people, together with its cantonal com- 
mittees, help by granting solitary or peri- 
odic contributions. If, by these subsidies, 
the need cannot be banished, general 
public assistance takes care of the people 
in question. 

Payments, calculations, premiums, and 
so forth of the Federal Old Age and 
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Survivors Insurance are, of course, equal 
in the whole territory of Switzerland. 
The ordinary annuities are graduated 
according to the average yearly contri- 
bution or, if the person insured has not 
paid since the age of 18 or since the law 
on the insurance has been enforced, ac- 
cording to the time contributions have 
been paid. For reasons of .solidarity, a 
limit for a maximum as well as a mini- 
mum annuity has been fixed. Annuities 
range from 900 to 1,850 Swiss francs 
($209 to $430) for single persons and 
from 1,440 to 2,960 Swiss francs ($334 
to $688) for married couples. Single 
men must be 65 and single women 63 
years of age before receiving their old 
age annuity; married couples are en- 
titled to it the has 
reached 65 and his wife 60 years. The 


when husband 
extraordinary annuities are equal for all 
persons—840 Swiss francs ($195) for sin- 
gle persons 1,360 francs 
($316) for married couples. Every aged 


and Swiss 
Swiss citizen can claim them if he or she 
is not entitled to the ordinary annuities 
or if the latter is lower than the extraor- 
dinary one and if his or her income and 
fortune do not exceed a certain set 
amount. The premiums are paid as fol- 
lows: people working on their own ac- 
count contribute up to a maximum of 4 
per cent of their income and employed 
workers pay 2 per cent of their wages, 
another 2 per cent being paid by the 
employer. 

Supplementary payments to the old 
people’s welfare, which are distributed 
by the cantons and Pro Senectute as well 
as the subsidies of the cantons, munici- 
palities, and the cantonal committees of 
the said foundation, vary from canton to 
canton. The maximum supplementary 
assistance is given to the needy aged in- 
habitants of the town of Zurich, who re- 
157.50 francs ($32) per 
month if single and 226.65 Swiss francs 


ceive Swiss 
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($53) per month if married from the 
canton and the municipality of Zurich 
in addition to the federal annuity. 
Besides the Swiss Association of Ger- 
ontology, which was founded in 1954 and 
the main activity of which is scientific 
research, the Pro Senectute, founded in 
1918, is the only organization in Switzer- 
land which cares exclusively for the wel- 
fare of old people. Its resources consist 
only to a small extent of the interest of 
the fund and are largely comprised of 
public collections, donations, and lega- 
cies as well as of the subsidies of the 
Confederation, cantons, and municipali- 
ties. Its character is purely private, and 
it is absolutely neutral with regard to 
religious denominations and_ political 
parties. It has about 3,000 voluntary 
workers distributed around the country 
who help to reach its aim and who are 
especially concerned with the case work. 
The right of decision, the direction, and 
the administration lie with the cantonal 
committees, working independently to a 
great extent, and with the Directory 
Board of the foundation. Of 
course, all allocations will only be de- 
cided upon and paid after careful exam- 


Swiss 


ination by the competent bodies and the 
volunteers who work in close coopera- 
tion with the local offices of the Federal 
Old Age and Survivors Insurance as far 
and 
with the Federal Office of Social Insur- 


as individual cases are concerned 
ance regarding all principal questions. 

As a rule, the foundation pays annui- 
ties to people older than 63 to 65 years. 
The only exceptions are women and 
men between the ages of 58 and 60 and 
63 and 65 years, respectively, who are 
needy and prematurely infirm and are 
not yet entitled either to the federal o 
cantonal old age annuities; also included 
are needy widows up to 63 years of age 
and without minor children. The foun- 
dation helps not only Swiss citizens but 
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also needy foreigners living in Switzer- 
land, especially those whose country of 
origin has not yet concluded a special 
arrangement with Switzerland and there- 
fore cannot claim a federal annuity. 

The need for such private old age care 
is high; whereas the number of persons 
assisted fluctuates, the total number of 
annuities constantly increases. In 1947, 
before the introduction of the Federal 
Old Age and Survivors Insurance, Pro 
Senectute paid to 22,387 people a total 
of 4,005,967 Swiss francs ($931,387) ; in 
1959, a total of 5,399,961 Swiss francs 
($1,255,491) was paid to 21,079 persons. 
Only those old men and women who 
would be subject to the Poor Law even 
if they obtained a contribution from the 
foundation will not be assisted by it, as 
its task is not the discharge of general 
public assistance. 

Another kind of help for old people, 
called in French “seniculture,” an im- 
portant branch of Pro Senectute, could 
be utilized only to a small extent up to 
the time of the introduction of the Fed- 
eral Old Age and Survivors Insurance 
because of the lack of financial means, 
but this activity is becoming increasingly 
important. More and more old people 
lacking sufficient means are lonely or left 
by their relations and friends. Our old 
men and women are entitled not only to 
material security but to live their last 
years under adequate conditions. In 
close cooperation with the churches, the 
Red Cross, and women’s associations, 
Pro Senectute has been working during 
the past ten years with fresh means and 
efficiency. Celebrations during Christ- 
mastide, conferences and other instruc- 
tive or recreative meetings, and outings 
are indispensable today. The infamous 
solitude of old persons is relieved by the 
visiting service and the formation of old 
people’s clubs. In the community centers 
recently created by the town of Zurich, 
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special meetings and programs are or- 
ganized for the elderly, some of them 
with the assistance of the children and 
young people. This should reopen to 
the elderly the way back to the com- 
munity of generations which they had al- 
ready left. 

The honoring of 80th, 90th, and 100th 
birthdays and golden and diamond wed- 
ding jubilees alleviate much of the lone- 
liness of these people. Besides, these 
commemorations help keep alive among 
the family, the public, and, especially, 
the young generation the veneration due 
to our elderly fellow men and the per- 
formances they have accomplished. 

A further task, of at least equal im- 
portance to the seniculture, is the crea- 
tion of possibilities for a significant oc- 
cupation for old people who are in good 
health and still willing to do something, 
especially the retired persons. We must 
prove to them that they are not only 
esteemed but still useful members of 
human society. A lot of the plans and 
projects have not yet been realized, but 
they are based on observations and ex- 
periences made abroad, especially in 
Great Britain and Scandinavia. Work- 
shops for old artisans, handicraft, gar- 
dening courses, and similar institutions 
have been established here and _ there, 
but more of them will have to be cre- 
ated. In addition, advisory boards are 
helping people to prepare for approach- 
ing retirement. 

Another very urgent problem is the 
housing of the oldest generation of our 
country. The building of small and 
cheap flats reserved for old people, as 
already exist in the more important 
towns of Switzerland, has to be accel- 
erated either by establishing special 
blocks for old people’s houses or sepa- 
rate flats situated on quiet ground floors 
of ordinary blocks. Our main idea is to 
enable the old persons to live in their 
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own homes as long as they are in a posi- 
tion to look after themselves, the enter- 
ing of a home for old people or for the 
chronically ill being but the last alterna- 
tive. 

In this connection, the high practical 
value of two organizations is to be men- 
tioned, which aim to provide trained 
people to temporarily assist old people 
in their own homes or rooms. Whereas 
the general Home Nursing Service is at 
everyone’s disposal, several of our towns 
have a specific Home Help Service for 
old people, which is financed by Pro 
Senectute on the one hand and by wom- 
en’s associations and public authorities 
on the other. This institution evidently 
answers a very big need, especially in 
the towns. 

In some of the cantons, a full-time 
staff of women look after the infirm 
elderly in their homes, helping them 
with their housekeeping; in other places, 
housewives are doing this work and are 
remunerated by the hour. The Home 
Help Service not only provides a much- 
needed service but also gives the women 
in charge a feeling of helping their aged 
fellow men in an efficient way and, at 





the same time, of softening the misery 
of their loneliness. _ 

In our country, about 25,000 persons 
more than 65 years of age are living in 
public and private homes for old people. 
In addition, there are about 7,000 beds 
in homes for the chronically ill reserved 
for old people in need of nursing care. 
Furthermore, 18 hospitals include a spe- 
cial unit for geriatric and chronically 
ill persons, though there are no geriatric 
hospitals in the pure sense of the word 
in our country. 

All of these establishments are not yet 
sufficient in number in view of the stead- 
ily increasing demands, and a big com- 
bined effort of public and private or- 
ganizations will be necessary to meet, 
above all, the serious lack of homes for 
chronically ill geriatric persons. 

Finally, the public must be enlight- 
ened regarding the extreme importance 
of the growing problems of insurance 
and old age and must be kept well in- 
formed of the possible solutions con- 
nected with all remaining duties of old 
age welfare. And of course, the financial 
means, without which the whole activity 
would be impossible, must be procured. 


PERSISTENT LOCALIZED SPASM in the region of a colonic sphincter is 
sometimes difficult to differentiate from organic lesions of the colon. 
During a barium enema examination, a transient area of narrowing 


is a frequent finding; it is commonly attributed to a spasm. The nar- 


rowed segments are generally at the site of documented colonic sphinc- 


ters and usually distend completely without difficulty. Occasionally, 
however, the narrowed segments persist; differentiation from organic 


colon disease is then important. 


In 5 cases, the initial barium enema study showed an area of sus- 
pected organic colon disease—particularly carcinoma at a sphincter 
site. Since subsequent examinations in 4 cases and surgery in | case 
failed to demonstrate any abnormality, the narrowed segments must 
have been caused by persistent spasm. 


A. W. TEMPLETON: Colon sphincters simulating organic disease. Radiology 75: 237- 
241, 1960. 
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Deep reflexes in old age 


WH It is a curious coincidence that, in 
the course of a week, I found two valua- 
ble articles on the deep reflexes of the 
aged. In the first one, Dr. Max Ellen- 
berg (J.A.M.A. 174: 468-469, 1960) tells 
us that, in a group of 200 normal men 
and women over 65, the deep reflexes, 
sometimes with re-enforcement, were 
present and just as easily elicited as they 
were in a control group of 200 normal 
men and women between 20 and 60 
years of age. Dr. Ellenberg concluded 
that the absence of knee jerks or ankle 
jerks—obtained if necessary with re-en- 
forcement—usually means something 
wrong at any age. 

The second is an excellent paper on 
what I have always called the “little 
strokes.”” It was written by Dr. Henry 
Woltman, for many years head of the 
Department of Neurology at the Mayo 
Clinic; it is entitled ‘‘Arteriosclerosis of 
the Nervous System: An Analysis of 59 
Cases with Cord Changes’ and_ pub- 
lished in the Medical Clinics of North 
America (5: 511, 1921). 

Woltman said that he often found the 
knee jerks abnormal, and occasionally 
he found a positive Babinski test. ‘‘Se- 
nile pupils” were often met with. Some 
35 per cent of these persons with little 
strokes had a subacute combined sclero- 
sis. Obviously, when an aging man is 
found to have defective knee or ankle 
jerks, often with some lack of firmness 
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in his step, he probably has degenera- 
tive changes beginning in his spinal 
cord. 


WALTER C. ALVAREZ, M.D. 


Hypertension and 
the mortality rate 


Hi Some years ago, the Metropolitan 
Life Insurance Company accepted as 
substandard risks hundreds of persons 
with a slightly elevated blood pressure. 
In their July 1960 Statistical Bulletin, 
Mr. Herbert Marks and his group 
showed that “the higher the level of 
blood pressure, the greater is the excess 
mortality.” ‘This is true for both systolic 
and diastolic pressures. For men with a 
systolic pressure between 158 and 177 
mm. and a diastolic pressure between 93 
and 97 mm., the mortality was 319 per 
cent of that for men with a normal 
pressure. 

For a while, it was fashionable to treat 
people for a “low blood pressure,” but 
the statistics now show that a systolic 
pressure between 98 and 127 mm. and a 
diastolic pressure between 48 and 67 
mm. was associated with a mortality rate 
of only 75 per cent of the normal stand- 
ard. 

With hypertension, the excess mortal- 
ity is due mainly to cardiovascular-renal 
diseases, but a number of other diseases 
are likely to show up and cause trouble 
—diseases such as diabetes and digestive 
complaints. In cases of hypertension, the 
incidence of vascular lesions in the cen- 
tral nervous system is 6 times normal! 

WALTER C. ALVAREZ, M.D. 


So it is: the life we receive is not short 

but we make it so; we are not ill pro- 

vided but use what we have wastefully. 
SENECA 
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Community organization 


on problems of aging 


WM Practical improvement in the social 
management of aging must go forward 
at a local level. It is encouraging to find 
that local communities are increasingly 
recognizing their responsibilities in this 
matter. It is also encouraging that sup- 
port is coming from such powerful or- 
ganizations as the Ford Foundation. 

The Ford Foundation has supported 
a total of $330,000 to Brandeis Univer- 
sity in Worcester, Massachusetts, and to 
community groups in San Francisco, 
Denver, in Marion County, Kansas, in 
St. Louis, in St. Paul, and in Contra 
Costa County, California. ‘These grants 
are supplemented by contributions from 
local organizations. 

In each instance, the funds will be 
used to evaluate community organiza- 
tion on problems of aging, and to plan 
for effective administration of programs 
for the benefit of older people. This 
program will be concerned chiefly with 
chronic illness in older people. 

Some of these programs, such as the 
San 
community conferences following state 
and White House 


one at Francisco, have come from 


conferences on aging, 
Conferences on Aging. The develop- 
ment of plans for the coordination of 
local community services for older citi- 
zens may result in greatly improved fa- 
cilities for older people and for their 
All are concerned 
with problems of aging will watch with 
the Ford-financed 


medical care. who 


interest demonstra- 


tions. 


CHAUNCEY D. LEAKE 








A retired doctor 


goes back to practice 


MM All elderly and retired physicians 
could read with great interest and pleas- 
ure a delightful article by Dr. Frank P. 
Corrigan and Floyd Miller in Medical 
Economics for January 16, 1961. Dr. 
Corrigan tells how, for much of his life, 
he was out of medicine and in our am- 
bassadorial service. Later, he was active 
in United Nations affairs. The years in 
diplomacy were rewarding, but he still 
felt unhappy because he wasn’t practic- 
ing medicine. 

Then, one day in 1957, he found in 
the Journal of the American Medical 
note, “Locum ‘Tenens 
Wanted.” He says that, at 70 plus, he 
read this with all the eagerness of a 


Association a 


young man just finishing his internship. 
The advertisement had been put in by a 
physician, also around 70, who had a 
practice in a lonely region in Arizona, 
where he was the only physician within 
50 miles. There wasn’t a hospital within 
the same radius. The next day, the old 
doctor pulled out for his vacation, and 
left his locum tenens to go to work. 

Dr. 
and he got used to using medicines 
which were unknown when he had prac- 


Corrigan’s self-confidence grew 


ticed fifty years before. One day, in came 
a girl with acute appendicitis. The doc- 
tor rushed her to the nearest hospital 
where he and the young resident oper- 
ated and got a perfect result. As he says, 
“At the age of 70 plus, I’ve realized 
afresh the lasting rewards of medicine.” 
Perhaps this story will encourage many 
an elderly doctor to go back into the 
game. 

WALTER C. ALVAREZ, M.D. 

(Continued on page 66A) 
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an antibiotic capsule 
with an added | 
measure of protection 





APSE —up to 6 days’ activity 
with 4 cay dosage 






E HOGENS ~—uniformly 
acted sank activity 











AINST SECONDARY INF 


YDARY INFECTION —full antibiotic 
response 


DISTINCTIVE, DRY-FILLED, DUOTONE RED CAPSULES 
150 mg., bottles of 16 and 100. Dosage: 1 capsule (150 mg.) 


four times daily. Precautions: As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vagi- 
nitis or dermatitis. A photodynamic reaction to sunlight has been observed in a 
few patients on DECLOMYCIN. Although reversible by discontinuing therapy, pa- 
tients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
occurs, discontinue medication. Overgrowth of nonsusceptible organisms is a pos- 
sibility with DECLOMYCIN, as with other antibiotics. The patient should be kept 
under constant observation. 


MYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 






LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. ap 






To Everyone 65 or Over...and the Sons and Daughters 
Concerned About Them 





The Greatest Health Insurance 
Opportunity Ever Offered to 
Everyone 65 or Over! 








Regardless of your past or present health — even if you're sick or ailing 
now — you can join either or both of these 2 great health insurance plans! 
4 
=" 


@ No health questions asked @ No physical exam to qualify @ No salesman will call 


@ Same low premium rate for all @ Sons and daughters can enroll their parents 


Here is the protection you can have now ... and you can keep or cancel it 





even if you become eligible for government help later. 


Right now, thousands of senior citizens are 
unprotected they do not have 
health insurance of any kind or may nev- 
er become eligible as a “needy” person for 
government aid. That is why this is such 
a vitally important opportunity for all in 
this age group who need protection. 


because 


65-Plus is the original plan 

65-Plus was the first hospital-surgical in 
surance of its kind for senior citizens. To 
day, hundreds of thousands of policyhold 
this much protection. 
Over 13 million dollars have been paid out 
in benefits. 65-Plus has proven to be the 
finest, most economical plan of its kind. 
You can join with complete confidence. 

5000-Reserve is for the big bills 
Following the 65-Plus plan, Continental 
created the 5000-Reserve plan to meet the 
desperate need for protection against the 
really big hospital bills and long hospital 
The plan was called 5000-Reserve 
because it is almost the same as setting 
aside a cash reserve of five thousand dol- 
lars to help pay those big hospital expenses. 


ers hav S needed 


stays. 


5000-Reserve starts when 
bills get “too big” 


To make such a plan possible at low cost, 


5000-Reserve has a “deductible” feature 
that works very much the same as the “‘de- 
ductible” feature used in auto collision in- 
surance. After you, or any other hospital 
plan you may have, has paid the first $500 
of eligible hospital expenses, the 5000-Re- 
serve plan goes into effect and starts pay- 
ing and continues to pay hospital expenses 
all the way up to $5000 for as long as two 
years. 

As you can see, the 5000-Reserve plan 
in no way conflicts with any “standard” 
low limit plan you may already have. It is 
the perfect companion policy to add for 
further protection. It can be combined with 
any private, public or proposed govern- 
ment plan to give you maximum benefits. 
If you feel you can handle your own ex- 
penses if you had to go to the hospital 
for a few weeks, you may decide that the 
5000-Reserve plan is all you need. 


Both 65-Plus and 5000-Reserve 
have a guarantee 


As a 65-Plus or 5000-Reserve policyholder, 
you never need fear that your policy will 
be cancelled, or that your benefits or pre- 
mium will be changed because of the 
number of times or amounts you collect. 
Continental cannot make any changes in 









or cancel any policies unless it does so t 
all policyholders in your state. Of course 
you have the right to cancel your polic 
at any time. 

After you receive your policy, if you ar 
not 100% satisfied in every way, return ij 
within ten days and your first month’ 
premium will be refunded. 


IMPORTANT NOTICE TO 
EVERYONE UNDER 65 


From now on, enrollment in either or bot 
of these great plans is always open to me 
and women who apply within 30 days « 
their 65th birthday. If you are 64 nov 
plan to join when you reach 65 by doin 
one of the following: 


1. Clip and mail the enrollment blat! 
NOW. We will hold it until 30 da 
prior to your 65th birthday. Then 
will send you a new application an 
you can enroll in either or both plan 
OR: 

2. Clip the enrollment blank and save 4 
Mail it to us within 30 days before 
after your 65th birthday and you wif} 


th 
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be enrolled. OR: 


3. Write to us or any Continental Cast’ 
ty agent within 30 days before or alté 
your 65th birthday. You will receive # 
application to join either or both plan 


You are automatically enrolled when you mail this completed enrollment blanl 
——— 
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the basic hospital-surgical protection for ordinary 
expenses and short-term hospital stays! 


65-Plus gives you all this for only $6.50 a month 
1, Pays the actual cost of room and board up to $10.00 a day for 
as long as 31 days for each day of hospital confinement at the 
hospital of your choice anywhere in the world. 
2. Pays the actual cost of hospital extras up to $100.00 maximum 
—for X-rays, lab tests, operating room, anesthetics, dressings, 
drugs, medicines, ambulance, prosthetic devices. 
3. Pays for surgery of every type in or out of the hospital on a 
schedule from $5.00 to $200.00. (Example: $5.00 for removal of 
toenail; $75.00 for broken thigh bone; $200.00 for removal of 
prostate. ) 
4. The Company cannot cancel your 65-Plus policy or raise the 
premium or make any changes unless it does so to all 65-Plus 
policies i in your state (OA series). 
5. Pays you these benefits in addition to any wilibe insurance you 
may have but only one 65-Plus policy can be in force for any one 
person. 
6. You are immediately protected on accidents which occur, or 
sickness which originates after the issue date of your policy. 
7. You are also protected for conditions you had before your 
policy was issued, provided the hospital confinement begins— 
surgical operation is performed—after your policy has been in 
force six months. 
8. Your 65-Plus policy protects you wherever you move or travel, 
anywhere in the world. 
Covers you against all kinds of injuries or illnesses except those 
caused by war or covered by Workmen’s Compensation or Occu- 
pational Disease Law. Confinements in Veterans Administration 


wr other Federal government hospitals is not covered; nor is con- 
finement in local government mental and tuberculosis hospitals 
covered under the policy. 
Louisiana, 


(Exclusions differ slightly in West 


Virginia, Texas, Tennessee, and California.) 


Everybody 65 or over accepted! 


All enrollments must be postmarked no 
later than Midnight, April 18. 
(Protection begins April 28, 1961) 


YOUR 


Insurance 


ndependent 
AGENT 


Fimst™ 
® 








“SERVES/ You 


List of agents is 
available on request 


DO IT NOW! 


Here are the benefits you get by joining either or both of these plans 


65-Plus and 5000-Reserve are not available in North C 


AOC) reserve 


the hospitalization plan designed to pay the really big 
hospital costs and long-term hospital stays! 
5000-Reserve gives you all this for only $7.00 a month 


5000-Reserve pays up to $5,000 after your deductible hospital 
expenses have reached $500. 





1. Pays the actual cost of room and board up to $25.00 a day for 
each day of hospital confinement at the hospital of your choice 
anywhere in the world. 

2. Pays the actual cost of all necessary hospital expenses while 
hospital confined, such as X-rays, lab tests, operating room, 
anesthetics, drugs, dressings, medicines and prosthetic devices. 

3. Benefits are payable for as long as two years for any one acci- 
dent or illness. 

4. The Company cannot cancel your 5000-Reserve policy or raise 
the premium or make any changes unless it does so to all 5000- 
Reserve policies in your state (OC series). 

5. You are eligible for full benefits each time you go to the hos- 
pital for a different cause—even if confinements are separated by 
only a few days. 

6. Confinements for the same or related causes will be considered 
as new claims, subject to full policy benefits, as long as they are 
separated by at least six months. 

7. You are immediately protected for any accident that occurs or 
sickness that commences after the effective date of your policy. 
8. You are also protected for conditions you had before your 
policy was issued, provided your hospital confinement begins after 
your policy has been in force six months. 

9. Pays you these benefits in addition to any other insurance you 
may have, but only one 5000-Reserve policy can be in force for 
any one person. 

10. Your 5000-Reserve policy protects you wherever you move 
or travel, anywhere in the world. 

Covers you against all kinds of injuries or illnesses except those 
caused by war; mental disorders; or covered by Workmen’s Com- 
pensation or Occupational Disease Law. Confinement in Veterans 
Administration or other Federal government hospitals is not 
covered; nor is confinement in local government mental and 
tuberculosis hospitals covered under the policy. (Exclusions differ 
slightly in West Virginia, Louisiana, Texas, Tennessee, and Calif.) 


Carolina, Missouri and Georgia. 
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APPLICATION TO CONTINENTAL CASUALTY COMPANY 
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A ; Mail this application “First Name Initial | Last Name ; 
Continental} % >. 
a Continental : 
( | : Casualty Co. Deliver Mail in C/O (if any) - 
asia ty # 310 So. Mich. Ave. ' ' 
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Enclose cash, check or money order for first month’s premium payable to Continental Casualty Company 





“nutrition .. _— as a modifying or complicating 
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actor In nea . 
factor in nearly every illness or disease state 


‘Theragran 


Squibb Vitamins for Therapy 


clinically-formulated and potency-protected vitamins for your patients 
with degenerative diseases who need therapeutic vitamin support 


@@ Studies by Wexberg, Jolliffe and others have 
indicated that many of the symptoms attributed 1n the 
past to senility or to cerebral arteriosclerosis seem to 
respond with remarkable speed to the administration 
of vitamins, particularly niacin and ascorbic acid. 
These facts indicate that the vitamin reserve of aging 
persons is lowered, even to the danger point, more 
than is the case in the average American adult.9® 


Each Theragran supplies the essential vitamins in truly therapeutic amounts: 


VtammA . . i: ti. « 6°25 Cee 
VitamnD ... s+ ts s 1eUS Cee 
Thiamme Mononitrate . . <<... . Mime 
OT SS ae ere 
re 
OO a ere 
Pyridoxine Hydrochloride .°. . . . . . OTB. 
Laan Pantothengie oS ka 
Wee Bn. ss a es Se a ee a 


For full information see your Squibb Product Reference or Product Brief. 1. Youmans, J. B.: Am, J. Med. 25:659 (Nov.) 1958. 2. 
Overholser, W., and Fong, T. C. C. in Stieglitz, E. J.: Geriatric 
Medicine, 3rd edition, J. B. Lippincott, Philadelphia, 1954, 
p. 264. 

Squibb Quality —the Priceless Ingredient 


‘Theragran’® is a Squibb Trademark 
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NEW PROTEIN 
TISSUE-BUILDING 


ts 








re FOR SIGNIFICANT, ANABOLIC GAINS IN; ASTHE Ne A (UNDER- 
WEIGHT, ANOREXIA, LACK OF VIGOR); CONVAL “NCE FROM 
SURGERY OR SEVERE INFECTIONS; WASTING DISEASES; BURNS; 
te. FRACTURES; OSTEOPOROSIS; AND IN OTHER CATABOLIC STATES 
@ PROMOTES AND MAINTAINS POSITIVE NITROGEN BALANCE @ HELPS 
ts RESTORE APPETITE, STRENGTH, AND VIGOR M BUILDS FIRM, LEAN 
; MUSCULAR TISSUE M FAVORABLY INFLUENCES CALCIUM AND 
Its PHOSPHORUS METABOLISM HM PROMOTES A SENSE OF WELL-BEING 
ADROYD PROVIDES HIGH ANABOLIC ACTIVITY — The tissue-building potential of 
2. ADROYD exceeds its androgenic action to the extent that masculinizing effects are not usually 
a problem in clinical use at recommended d@sage levels.* Other advantages of ADROYD are: 
ig. Neither estrogenic nor progestational. No significant fluid retention. Apparent freedom from 
nausea, vomiting, and other gastrointestinal disturb- 
1g. ances. Effective by the oral route. 
Supplied: 10-mg. scored tablets, bottles of 30, *Reports to Department 
lg. of Clinical Investigation, Parke, Davis & Company, 1958 and 1959 PARKE, DAVIS & COMPANY, Detn 
1g. ADROYD (oxymetholone, Parke-Davis), 17 beta-hydroxy-2-hydroxymethylene-17-alpha-methyl-3-androstanone, 
10-mg. grooved tablets. Jndications: Negative nitrogen balance as in asthenia, carcinomatosis (except prostatic carci- 


noma), chronic diseases (osteoporosis, tuberculosis, sprue, Still’s disease), following surgery, severe infections, severe 
1g. burns, and fractures, also preoperatively, especially in debilitated patients, and to stimulate appetite and weight gain in 

the underweight. Dosage: Orally, before or with meals, for 10 to 20 days, up to six months if necessary but generally 
not over 90 days. Adults— 15 mg. daily, adjusted to 10 to 30 mg. as indicated. Prepubertal children—5 to 10 mg. daily; 


2. older children, adult dose. Precaution: Because ADROYD retains some androgenicity, it shares with all androgens the 

tendency to salt retention. Use with caution in presence of cardiac disease and hepatic damage. Contraindicated in 
958. 2. prostatic carcinoma, nephritis, and nephrosis. Liver function tests are useful in following hepatic function during 
rlatrio therapy. Observe the young and preadolescent for possible masculinization. 


a, 1954, Feb. 1961 (P-487) 
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Before treatment. 

Extensive gouty changes in base of 
proximal phalanx of great toe and in head 
and shaft of the first metatarsal. 








MODERATE GOUT — PATIENT F.D. AGE 52 


SERUM URIC ACID 


WEEKS INCAPACITY 
PER YEAR 


NO TIME 
<— NO TIME Lost ——><———- Lost ————> 
2-4 MILD ATTACKS 1 MILD ATTACK 
PER YEAR 


YEAR 1942 ‘44 ‘46 "48 ‘50° "52" 


Effect of colchicine and BENEmID on serum uric acid level and periods of incapacity? 





Two years later. 

Patient had been treated with colchicine 
and Benemip regularly. Note reconstitution 
of bony structures, particularly 

along distal shaft of the first metatarsal.’ 





“Prophylactic management [of gout] embodies the use of the two agents 
just discussed, namely, colchicine and Benemid. Each one complements 
the other. Neither one by itself is as effective as a combination....Since 
1950, Benemid has been available and the greater the experience we 
have with the combination of colchicine and Benemid the greater the 
reliance we place upon these two drugs.’ 


Composition: Each tablet contains 0.5 mg. colchicine and 0.5 Gm. BENEMID probenecid. 1. Talbott, J. H.: Gout, New York, Grune & 


‘ , . Stratton, 1957, pp. 162, 163. 2. Talbott, J. H.: 
Dosage between acute episodes: Mild, 1 tablet a day; moderate, 1 tablet twice daily; Gouty arthritis, Minn, Med. $9:1044, Avs. 


“vere, 1 tablet three or more times daily. 1959. 3. Talbott, J. H.: Recognition and treat- 
Supply: Bottles of 100. ee Current Medical Digest 
26200, ov. vou. 


Also available: BENEMID probenecid, 0.5 Gm. tablets, bottles of 100. 


For additional information, 
[write Deifaslonsl Services, MERCK SHARP & DOHME 
Merck Sharp & Dohme, West Point, Pa. DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


# CoLBENEMID AND Benemio ARE TRADEMARKS OF MERCK & CO., INC, 
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Dr. Marjory Warren 


x The death on September 5, 1960, of 
Dr. Marjory Warren following a car ac- 
cident in France is a great loss to geri- 
atrics. Educated in London at the North 
London Collegiate School and the Royal 
Free Hospital, she qualified in medicine 
in 1923. After holding several junior 
house posts, she was appointed assistant 
the West 
Hospital and, in 193 


medical officer to Middlesex 
, was promoted to 
The 


year 1935 marked the real turning point 


deputy medical superintendent. 
in her life when she was given responsi- 
bility for the care of the old Poor Law 
Infirmary adjoining the hospital. Ap- 
palled by the medical neglect of those 
entrusted to her care, she immediately 
set about classification of all the patients 
in the institution and quickly realized 
that many of even the bedfast patients 
were capable of active movement and 
some were no longer in need of hospital 
care. 

Familiar with all facets of hospital ad- 
ministration and upheid by the support 
of her colleagues and the nursing staff, 
she rapidly made the West Middlesex 
Hospital a mecca for persons interested 
in the new subject, geriatrics. After the 
second world war she, together with 3 
or 4 enlightened medical men, formed 
the Society for the Medical Care of the 
Elderly in Great Britain. Nothing which 
would promote interest in the care of 
the elderly was too much trouble for 
her, and people from all over the British 
Isles and throughout the world came to 
study her methods. Her house officers 
and the young consultants she trained 
often found the going hard, and would 
readily have given up but when they saw 
Dr. Warren’s selfless energy they were 
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left with no alternative but to try and 
follow the lead which she gave. 

She was rightly called the high priest- 
ess of British geriatrics. Her commanding 
presence, her gift of oratory, coupled 
with great knowledge of the needs of 
the elderly, caused her to be in con- 
stant demand to speak at medical meet- 
ings and on the public platform. She 
served as chairman or president on many 
committees of voluntary and professional 
societies concerned with the care of the 
elderly and the ancillary medical serv- 
ices. In 1950, she was appointed one of 
the founder members of the governing 
body of the International Gerontological 
Association and served on its Council 
and as International Secretary until her 
death. 

She was invited to visit Ireland, North 
Australia to 
their geriatric services. Her many friends 


America, and advise on 
were delighted when, in January 1959, 
she was made a Commander of the Brit- 
ish Empire. It was typical of her that 
she regarded the honour not so much as 
a personal one but as a recognition of 
her particular field of study, geriatrics. 
Her sisters, her patients, and her many 
devoted friends in the British Geriatrics 
Society will miss the companionship 
and help of Dr. Marjory Warren. It is 
difficult to think of a meeting of the 
British Geriatrics Society without her 
presence, but all who knew her and who 
work in the field of geriatrics must re- 
main in her debt for what she accom- 
plished for the welfare of the elderly 
patient. 
R. E, TUNBRIDGE 
Professor of Medicine 
The University of Leeds 
England 
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New, more effective analgesic 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress, and postsurgical conditions— ‘ 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever— 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours. 


soma (jompound 


Composition: 

Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; 

caffeine, 32 mg. 

Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 
apricot-colored, scored tablets. 


References available on request. 


€ WALLACE LABORATORIES 
Cranbury, N, J. 





NEW FOR MORE SEVERE PAIN 


soma (Jompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound 
boosts the effectiveness of codeine. Therefore, only “4 grain of codeine 
phosphate is supplied to relieve the more severe pain that usually 
requires 42 grain. Composition: Same as Soma Compound plus % grain 
codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: Bottles of 50 white, 
lozenge-shaped tablets; subject to Federal Narcotics Regulations. 









Isordil consistently delivers more active drug to the blood and 
heart— more rapidly and for more prolonged periods of time 


“...TISORDIL’S] long duration of action and consistent 
marked activity, establishes it as the first reliable drug for 
maintenance of dilatation of coronary vessels. . . . Good to 
excellent results were obtained in 60 (75%) of these patients 
as evidenced by improvement in EKG patterns, increased 
exercise tolerance, fewer anginal attacks and decreased 
nitroglycerin requirements.” [20% of the 80 patients] 
“... were rated as having a fair response . . .” 

Leslie, R.E.: Coronary Vasodilators-A Comparative Study (to be published) 


“If this dosage readjustment would have been possible in 
the double blind study we might have noted that 85% 
instead of 65% of all patients would have benefited from 
isosorbide dinitrate [ISORDIL].” 

Fisch, S.; Boyle, A.; Sperber, R.; De Graff, A.C.: A Critical Review of 
Methods Used In Evaluating So-Called Coronary Vasodilators in Man, 


paper presented at the American Therapeutic Society Annual Meeting, 
Miami Beach, Florida, June 10, 1960. 


(@ IVES-CAMERON COMPANY 
New York 16, N. Y. 
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“Isosorbide dinitrate [ISORDIL] . . . appears to exert a 
more:consistent and profound vasodilation of coronary ves- 
sels than other coronary vasodilators with the exception of 
nitroglycerin. The rapid onset of action and the prolonged 
effect provide additional clinical advantage.” 

Albert, A.: Chronic Coronary Insufficiency—Its Treatment with a New 
Drug (to be published ) 

ISORDIL consistently helps to prevent anginal at- 
tacks and to reduce their frequency and severity. 





ISORDIL, Isosorbide dinitrate: Effective coronary vasodilator increases 
flow of blood to heart tissue; reduces frequency, duration and severity 
of anginal attacks; increases exercise tolerance; decreases pain and re- 
duces (or eliminates) dependency on nitroglycerin. Acts rapidly within 
15-30 minutes; benefits persist for at least 4 hours. Side Effects: transi- 
tory typical nitrate throbbing; others are insignificant and mild. Dosage: 
average dose one tablet (10 mg.) q.i.d., a half hour before meals and 
at bedtime; dosage range 5-30 mg. q.i.d.; individualize dose for opti- 
mum therapeutic effect; use with caution in patients having glaucoma. 
Supplied: white scored tablets in bottles of 100. 





Literature and Professional Samples Available on Request 
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a problem 
for your 
a gallbladder 


For gallbladder patients Entozyme may provide significant re- 
lief from the discomforts of fat-induced indigestion. Just six 
Entozyme tablets (the usual daily dose) digest sixty grams of 
fat—or more. That's as much as 50 to 90% of the normal daily 
intake of average adults. 

The reason for Entozyme’s fat-digestion potency is that each 
tablet contains 150 mg. of Bile Salts and 300 mg. of Pan- 


patient 


creatin, N.F. (in an enteric coating). Bile Salts stimulate the 
flow of bile and enhance the lipolytic activity of both 
Entozyme’s Pancreatin and the patient’s own lipase. Together 
Bile Salts and Pancreatin greatly aid the emulsification and 
transport of fat. 

Entozyme also contains Pepsin, N.F., 250 mg., which facili- 
tates the breakdown of protein. 


A. H. Robins Company, Inc., Richmond 20, Virginia 
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"We know that Vaponefrin is effective 
in emphysema—but can it be used with 
confidence in the presence of cardio- 
vascular disorders?" 





YES. e e The evidence is impressive that Vaponefrin Solution (racemic epineph- 
rine) delivered with the patented Vaponefrin Nebulizer, is not only effective 
but also eminently well tolerated and relatively safe for the treatment of en- 
physematous patients with cardiovascular complications. 


"The effect is seen at the site where the process that we wish to treat exists, 
and systemic toxicity usually is negligible. Even in patients with severe hyper- 
tension the administration of epinephrine [Vaponefrin] by this route is not 
harmful..."! 


"The authors have used the racemic epinephrine [Vaponefrin] most commonly and 
have not observed any untoward changes in hypertensive or cardiac patients." 


",..the simultaneous presence of hypertension, rheumatic heart disease, car- 
diac disturbance due to arterial disease, or diabetes, is not a contraindica- 
tion..."3 to Vaponefrin. 


Over 160 clinical references* published in leading journals and textbooks denm- 
onstrate that along with an outstanding record of safety, Vaponefrin quickly 
improves vital capacity-time relationships,4 markedly increases maximum breath- 
ing capacity, increases expiratory velocity, and minimizes air "trapping".5 


INDICATIONS: For prompt relief of bronchospasm and dyspnea; in therapy ® 

and prophylaxis of pulmonary emphysema, bronchial asthma, and chronic \ } ONEFR N SOLUTION & 
bronchitis. SUPPLIED: Solution, in bottles of 7.5, 15 and 30 cc.; Nebu- 

lizers, Standard size (pyrex glass or plastic) and convenient pocket size NEBULIZER 


Also Vaponefrin Aerosol Unit (Nebulizer and Solution). REFERENCES: racemic epinephrine 2.25%, as hydrochloride 

1. Farber, S. M., and Wilson, R. H. L.: Ann. Int. Med. 50:1241, 1959. 

2. Farber, S. M.,et al.: California Med. 64:101, 1956. 3. Digilio, V. A., A TEXTBOOK THERAPY FOR EMPHYSEMA, 
and Munch, J.C.: Ann. Allergy 13:257, 1955. 4. Segal, M.S., and Dulfano, 

M. J.: Chronic Pulmonary Emphysema: Physiopathology and Treatment, ASTHMA AND CHRONIC BRONCHITIS 
New York, Grune & Stratton, 1953, p. 100. 5. Barach, A. L., and Bicker- ‘ 
ee A.: Putmonary Emphysema, Baltimore, The Williams & Wilkens The VAPONEFRIN Company ¢ 666 Fifth Avenue, New York 19, New York 

0., 1956, p. 152. 


*Bibliography and demonstration set available upon request. © VAPONEFRIN CO. 1960 
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Preparation of Geriatric Patients for 
Anesthesia and Operation 
C. R. HANLON. J.A.M.A. 174: 1827-1829, 1960. 
With careful consideration of heart, brain, 
and kidney functions, elective surgery may 
be performed in older people more freely 
than in the past. Old age is no longer a 
contraindication to operation. 

Elderly 


should not have surgery unless the condi- 


patients with angina pectoris 
tion calling for operative treatment threat- 
ens life or makes living unbearable. Digitalis 
should be given preoperatively to all elder- 
ly patients facing cardiac stress during sur- 
gery, even when the heart appears normal, 
because latent myocardial disease may be- 
come a threat to life when shock or hypo 
tension occurs after operation. Slow digital- 
ization is least likely to incite troublesome 
side effects. 

Elderly patients should enter the hospital 
for observation of cerebral function and 
response to sedation several days before ma- 
jor surgery. Excessive sedation after opera- 
tion may lead to atelectasis, urinary reten- 
tion, confusion, or disorientation. 

If urine or nonprotein nitrogen is ab- 
normal, a phenolsulfonphthalein test should 
be performed. If symptoms suggest benign 
prostatic hypertrophy, residual bladder 
urine should be measured. Limited resec- 
tion or indwelling catheter drainage may be 
advised by the urologist. 

Pulmonary complications are decreased by 
orientation of the patient to the importance 
of postoperative coughing, deep breathing, 
leg exercises, and early ambulation. All eld- 
erly surgical patients should receive a large 
test dose of tuberculin, to be followed in 
tuberculin-positive cases by a chest roent- 
genogram. Old age alone is not an indica- 
tion for prophylactic antibiotics, as the pos- 
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"We know the Vaponefrin 
pocket nebulizer delivers 
particles in the critical 
size-range--but will the 
nebulizer become clogged 
if used with mucolytic 
detergents?" 


The Vaponefrin Pocket Nebulizer is ideal for use 
when mucolytic detergents are combined with the 
Vaponefrin Solution. Since most detergents con- 
tain a glycerine base that hardens, and often clogs 
the nebulizer, it may not be available for use by 
the patient when urgently needed. It is of utmost 
importance to use a nebulizer that can be taken 
apart, cleaned and reassembled quickly. 


The Vaponefrin Pocket Nebulizer is especially de- 
signed with this in mind. Easily disassembled, the 
Vaponefrin Nebulizer is conveniently rinsed clean 
with soap and warm water. 

Further, the Vaponefrin Nebulizer can be used 
either as a hand nebulizer, or incorporated in IPPB 
inhalation equipment. 


Geof Goa 


Aik PLUG 
NEBUUZER HOUSING 


Critical micrometric 
accuracy of particle 
size makes the Vapo- 
nefrin Pocket Nebulizer an outstanding instrument 
for therapy. The Vaponefrin Nebulizer consistently 
produces particles in the critical range, averaging 
about 1 micron in radii.! This is of utmost im- 
portance since larger particles tend to settle in the 
pharynx and upper respiratory tract, while smaller 
particles may be exhaled. 


| CAMULARY TUBE STOPPER 
BARREL 


INDICATIONS: For prompt relief of bronchospasm and dyspnea; in therapy 
and prophylaxis of pulmonary emphysema, bronchial asthma, and chronic 
bronchitis. SUPPLIED: Solution, in bottles of 7.5, 15 and 30cc. Nebulizers: 
Standard size (pyrex glass or plastic) and convenient pocket size. Also 
Vaponefrin Aerosol Unit (Nebulizer and Solution). REFERENCES: 1. Segal, 
M.S., and Dulfano, M.J.: Chronic Pulmonary Emphysema, New York, Grune 
& Stratton, 1953, p. 99. 


® 
VAPONEFRIN **:, 
NEBULIZER 
racemic epinephrine 2.25%, as hydrochloride 


A TEXTBOOK THERAPY FOR EMPHYSEMA. 
ASTHMA AND CHRONIC BRONCHITIS 


The VAPONEFRIN Company, 666 Fifth Ave., New York 19, N. Y. 
© VAPONEFRIN CO. 1960 






Inflammatory reaction 





following stress! 





In inflammation, either localized or generalized in nature, capillary damage — increased 
permeability, resulting in seepage of blood constituents into the tissues — is a uniform 
basic reaction resulting from injury or stressors of various types: 


PHYSICAL: Trauma, surgery, overexertion, sprains 
NUTRITIONAL: Malnutrition, toxins, pregnancy, growth 
ENVIRONMENTAL: Temperature, pressure, radiation, allergies 
DISEASE STATES: Viral, bacterial, malignancies, endocrine 


The role of the citrus bioflavonoids in the prevention or reversal of the inflammatory 
process is multiple through: 


1. Maintenance of capillary integrity 


2. In cellular metabolic processes, by potentiating corticosteroids, vitamins and essen- 
tial nutrients, and by inhibition of hyaluronidase 


3. Direct anti-inflammatory action 


In the treatment of inflammatory conditions include the citrus bioflavonoids 
(Lemon Bioflavonoid Complex, Hesperidin Complex and Hesperidin Methyl 
Chalcone) as therapeutic adjuncts. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 











Specialty formulations of leading pharma- 





® 





ceutical manufacturers contain Sunkist 
Brand Citrus Bioflavonoids. 

















Dulcolax 
the laxative 


witha 


bibliography 


Geigy 





The extensive bibliography* on Dulcolax, amounting 
to almost 100 clinical reports, strongly affirms its 
Clinical advantages. 


Induces Natural Evacuation 

The action of Dulcolax is based on simple reflex pro- 
duction of large bowel peristalsis on contact with the 
colonic mucosa. As a result, stools are usually soft 
and well formed and purgation is avoided. 


Predictable Action 

With Dulcolax tablets action is almost invariably ob- 
tained overnight... with suppositories action occurs 
within the hour. 


Wide Application 

Dulcolax is as well adapted to preparation for radio- 
graphic and operative procedures as it is to the treat- 
ment of constipation. 


*Detailed literature, including complete bibliography, 
available on request. 


Dulcolax®, brand of bisacodyl: Tablets of 5 mg. and 
suppositories of 10 mg. Under license from C. H. 
Boehringer Sohn, Ingelheim. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York DU 568-60 
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sible benefit derived does not compare with 
the hazards of sensitization and other com- 
plications. 


The Effect of Dietary Magnesium and 
Thyroxine on Progression and 
Regression of Cardiovascular Lipid 
Deposition in the Rat 
M. NAKAMURA, J. J. VITALE, D. M. HEGSTED, and 
E. E. HELLERSTEIN. J. Nutrition 71: 347-354, 1960. 
Heart valve-aorta sudanophilia, once estab- 
lished in the rat, is reduced by a diet of 
high dietary magnesium, thyroxine, or both. 
Rats fed an atherogenic diet containing 
cholesterol and cholic acid and 48 mg. per 
100 gm. of magnesium show a heart valve- 
aorta score of 4.8 at twenty-four days, 6 at 
sixty days, and approximately 18 at one 
year. Heart valve-aorta sudanophilia is sig- 








n very special cases 
a very superior brandy... 
specify 


HENNESSY 


COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 



























twelve 
months, and some animals show grossly visi- 


nificantly increased after six to 
ble aortic intimal plaques. 

When rats on a low-magnesium diet for 
twenty-four days are fed diets with 192 mg. 
per 100 gm. of magnesium thereafter, the 
heart valve-aorta score does not increase at 
sixty days. Rats fed a high-magnesium diet 
from the outset show scores of 3 after twen- 
ty-four days and 1.5 at sixty days, with the 
regression apparently continuing for some 
time thereafter. Thus, high dietary magne- 
sium appears to exert an antisudanophilic 
effect and to result in some regression of 
vascular lipoidosis. 

Addition of thyroxine to the diet causes a 
definite regression of vascular sudanophilia, 
probably caused in part by decreased serum 
levels. However, 


cholesterol high 


serum 


dietary 


magnesium does not reduce choles- 


terol levels, and the mechanism responsible 
for beneficial effects upon heart valve—aorta 
sudanophilia is not clear. 


(Continued on page 76A) 





y CHRONIC URINARY 
TRAGT 


INFECTIONS 





Soothes...Burning Urination 
CLEARS ...Infected Urine 





Urolitia is bacteriostatic, bactericidal, non-toxic, does not 
produce drug-fastness, provides simple dosage, and is eco- 
nomical for long term therapy. 

Urolitia rapidly contro!s E. coli, S. albus, and S. aureus 
infection. Its soothing action is due to the prompt release 
of Triticum and Zea extractives by the kidney into the in- 
flamed bladder. 

Samples on Request 
Urolitia is especially useful for elderly patients with residual 
urine due to cystocele or enlarged prostate, in whom per- 
manent sterilization of the urine cannot be expected. 
CONTAINS NO DYES 
Urolitia—each tablespoonful contains: 
ION oc 6c oc dwec haben vumciseneucesuueseeskesaeey 
Lithium Benzoate +e 
Sodium Benzoate 
In a soothing, demulcent menstruum of Triticum and Zea. 
Dose: 1 Tbs. in % cup warm water \% hr. a.c. and h.s. 
Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue 





Chicago 12, Illinois 















Vertigo is reversible 


Antivert stors 


VERTIGO 


moderate to complete relief of 
symptoms in 9 out of 10 patients’ 


Prescribe one AnTivert tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, 
before each meal, for prompt relief of vertigo, Meniere’s syndrome and allied dis- 
orders. Side effects are short-lived, usually only harmless flushing and tingling 
associated with vasodilation. ANTIVERT is contraindicated in severe hypotension 
and hemorrhage. 

Supplied: Small blue-and-white scored tablets (meclizine HCI 12.5 mg. and 
nicotinic acid 50 mg.) in bottles of 100. Syrup in pint bottles. Prescription only. 
Bibliography available on request. 

And for your aging patients— i 

NEOBON’ Capsules: five-factor geriatric supplement. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


now available: =” _— 


a a Antivert syP 


i : ll-Being® 
ee ee Each teaspoonful (5 cc.) contains 6.25 mg. 
meclizine HCl and 25 mg. nicotinic acid. 
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DOSAGE: 2 tablets chewed or swallowed 
q. 2 to 3 h. PRN and on retiring. 


1. Kirstner, J. B.: J.A.M.A. 166:1727, 1958. 
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Effect of Insulinogenic Agents on the 
Pancreatic Islets 


B. W. VOLK and S. S. LAZARUS. Diabetes 9: 264- 
271, 1960. 





Hyperglycemia, not functional stimulation, 
is responsible for vacuolization of pancreatic 
beta cells in rabbits and dogs given insulin- 
ogenic agents. Hyperglycemia was induced 
by various diabetogenic hormones with or 
without 50 per cent partial pancreatectomy. 
Lesions indicative of increased insulin out- 
put in the rabbit include degranulation of 
B cells, enlargement of nuclei and Golgi 
activity of 
cells, and new formation of these cells from 


apparatus, increased mitotic 
duct epithelium. The rabbit pancreas shows 
vacuolization of duct epithelium and £ cells 


due to glycogen infiltration. The vacuoliza- 






TABLETS 
give immediate relief from 


Gastric and Duodenal ULCERS ? a ) Min 


HYPERACIDITY 
Heartburn of Pregnancy 







Each dose eases pain, ‘“‘burning’’ and eructation for. 
2¥% hours — two tablets are equal in buffering vaiue 
to 10 oz. of milk. Does not cause acid rebound, con- 
stipation or systemic alkalosis. 





PLEASANT TASTING GUSTALAC tablets each provide: 
the ‘‘most potent antacid,’’! superfine calcium car- 
bonate (300 mg.), buffer-enhanced by a special high 
protein defatted milk powder (200 mg.). 
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patients welcome the pleasant way 


GUSTALAC 








tion is associated with hyperglycemia but 


does not indicate insulin secretory activity. 
In the dog, 


B-cell degranulation, enlargement of nuclei 


chronic hyperglycemia causes 


and Golgi apparatus, and glycogenization. 
No increased mitotic activity nor new for- 
mation of £ cells is observed. In the early 
stages of experimental diabetes, dogs show 
a second type of B-cell vacuole which con- 
tains neither glycogen nor fat but is asso- 
ciated with nuclear pyknosis followed by cell 
destruction. This form of vacuolization is a 
response to a high blood sugar level by an 
not 
tional exhaustion. This is supported because 
chronic stimulation of £ cells by tolbuta- 


unknown mechanism—probably func- 


mide causes degranulation and enlargement 
of nuclei and Golgi apparatus but no vacu- 
olization nor destruction of £ cells. 
Pretreatment with tolbutamide, metahexa- 
mide, or chlorpropamide does not alter the 
pancreatic response of the rabbit or dog to 


(Continued on page 78A) 





antacid efficacy of GUSTALAC 
compared to other leading antacids 
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Comyoles and literature on request 


GERIATRIC 
PHARMACEUTICAL 
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Ploneers In Geriatric Research 


































in chronic fatigue 








"i gs ; . 
—-Buirabolin 


(nandrolone phenpropionate injection, Organon) 


once every 7 to 14 days provides 
safer, sustained anabolic revitalization 














anabolic steroid anabolic / androgenic | duration 






3-4 days 


Testosterone propionate (i.m.) id 
ay 


Fluoxymesterone (oral) 








180 




































Methyltestosterone (oral) ] day 
Norethandrolone (oral) ] day 
Durabolin (im) 7-10 days 

















Green bar represents anabolic potency; 
gray bar shows relative androgenicity Organo 
Supplied: 5-cc. vials, 1-cc. ampuls (box of 3) 


25 mg. nandrolone phenpropionate/cc. Organon Inc., West Orange, N. J. 
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diabetogenic hormones. After prolonged 
with sulfonylurea 
drugs, 8 cells show degranulation, enlarged 
nuclei with chromatin sparsely distributed 


and concentrated 


continuous treatment 


around nuclear mem- 
branes, and enlarged Golgi apparatus. How- 
ever, no increased mitotic activity, new for- 
mation of @ cells, or ductule proliferation 
is observed. 


Treatment of Squamous-Cell Carcinoma 
of the Buccal Mucosa 

J. B. ERICH, L. V. KRAGH, and E. G. HARRISON. 
Am. J. Surg. 100: 539-543, 1960. 

Surgical excision or electrocoagulation of 
carcinoma of the buccal mucosa is equally 
as good as treatment by radiation. Small le- 
sions of the buccal mucosa can be removed 
adequately surgically, especially if near the 
angle of the mouth. Electrocoagulation offers 


good removal of a carcinoma located in the 
anterior part of the cheek. Carcinomas ex- 
tending into the substance of or through 
the cheek are difficult to eradicate, but elec- 
trocoagulation or excision may be success- 
ful. 

If such removal leaves a large perfora- 
tion, it should be closed by plastic surgery 
at a later date. Primary closure may result 
in a compromise of adequate removal or 
may mask local recurrence. 


Tumors that extend into the retromolar 
commissure and pterygoid region are diffi- 
cult to eradicate and are best treated, as 
are lesions extending into the retromaxil- 
lary fossa and to the upper gingiva, by thor- 
ough 


electrocoagulation, radiation, or a 


combination of the two. 

Of 68 patients with squamous-cell carci- 
noma of the buccal mucosa followed up, 34 
survived five years or more after treatment. 
Of the total of 77 patients studied, 46 were 
treated with electrocoagulation, 11 with 
surgical excision, and 13 with external radi- 
ation or local administration of radium. 


for Prostatic 
Hypertrophy 


nocturia 95%, urgen- 


FACT 1. Prostatec- 
tomy can often be 
avoided by expectant 
medical treatment. 


FACT 2. More than 
50% of men over 45 
develop benign pro- 
static hypertrophy.” 


FACT 3. Prostall cap 
sules reduce prostatic 
enlargement in 92% 
of cases.° 


FACT 4. Prostall cap- 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 


cy 81%, frequency 
73%, discomfort 71% 
and starting delay 
70%.* 

FACT 5. Prostall 
causes no side ef- 
fects.4 No contraindi- 
cations. 


PROSTALL capsules contain 6 gr. of glycine (aminoacetic acid), alanine and glutamic acid in 
biochemical combination. 
DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 
months. Repeat if symptoms recur. 


three 


1. Chapman, T.L., Expectant treatment of benign 
Prostatic enlargement, Lancet 2:684, 1949, 

2. Hinman, F., The obstructive Prostate, J.A.M.A. 

135:136, 1947. : 


3. Feinblatt, H.M., and Gant, J.C., Palliative treat- 
ment of benign prostatic hypertrophy, J. Maine 
M.A. 49:99, 1958, 


4. Ibid. #3, Southwestern Med. 40:109, 1959. 


Write for Professional Literature 


METABOLIC PRODUCTS, 


37 HURLEY STREET « 


CORP. 


CAMBRIDGE, MASS. 








‘“‘The replacement prosthesis has a very definite place in surgery of the arthritic hip, 
especially when the head of the femur is essentially gone or inadequate.’”! 


VITALLIUM 


Pioneer and leader in corrosion-resistant surgical alloys 








asthyear ~AUSTENAL COMPANY 


SURGICAL, PRODUCTS 
qitaLium Division of Howe Sound Company 
. 224 East 39th Street, New York 16, N.Y. 
1. Aufranc, O. E.: Med. Forum, Mod. Med. 27:33, 1959. 





“uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


1) PANAFIL 


for enzymatic debridement and 


2) CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CuLoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANaAFiL is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
Cuioresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient... .”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, CuHLoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-oz. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. ( Aystan) Mount Vernon, N. Y. 








aspirin buffered with the most widely-prescribed antacid... 


Aspirin MAALOX 


300 mg. 160 mg, 
5 gr. 





wD 


ASCRIPTIN 





in long-term administration, as in Arthritis, 
when aspirin combined with an antacid is desired: 


sev ASCLIPUIN... 


the aspirin buffered with the best 





To prevent or minimize gastric distress which often accompanies prolonged or high level 
administration of acetylsalicylic acid, ASCRIPTIN provides aspirin in combination with 
MAALOX®, the preferred professional antacid. The recognized superiority of MAALOX 


makes ASCRIPTIN a superior aspirin-antacid, with the virtues of buffered aspirin and 
with the added distinction of being promoted professionally only. 


Indicated wherever salicylates are useful, ASCRIPTIN is particularly suited to the 
long-term requirements of your arthritic patients. 


Supplied: Bottles of 100 and 500 tablets. For severe pain — Capsules 
ASCRIPTIN with Codeine (codeine phosphate 15 mg.), bottles of 50. 


WILLIAM H. RORER, INC. PHILADELPHIA, PENNSYLVANIA 











The first full-range medication 
for chronic gout and gouty arthritis 





.. NEW 


provides comprehensive treatment by combining in 
one convenient dose: 


FLEXI N® Zoxazolamine?t: the most potent uricosuric 
agent available'-4 


Colchicine: time-tested specific for gout—effective 
in preventing acute attacks'5.6 


TYLENOL® Acetaminophen: effective, nonirritating 
analgesic’? which does not interfere with uricosuric 
action®.9 


the triple therapeutic action of TRIURATE provides all 
these clinical benefits: 


* promotes maximum urinary urate excretion 
+ markedly reduces serum uric acid 
- relieves chronic pain and discomfort 
- lessens frequency and severity of acute attacks 
+ facilitates resorption of existing tophi... 
prevents formation of new deposits 
+ helps restore mobility 
+ maintains effectiveness with minimal side effects 


Trade-mark 


Average Dose: One tablet three times a 
day after meals. Literature on method 
of administration and dosage is avail- 
able upon request. 


Supplied: TRIURATE is available as 
beige, scored tablets, imprinted 
McNEIL, bottles of 50. 


(1) Boland, E. W.: World-Wide Abstracts 
3:11, 1960, (2) Kolodny, A. L.: J. Chron, 
Dis. 11:64, 1960. (3) Talbott, J. H.: 
Arth. & Rheumat. 2:182, 1959. (4) 
Burns, J. J.; Yii, T. F.; Berger, L., and 
Gutman, A. B.: Am. J. Med. 25:401, 
1958. (5) Beckman, H.: Pharmacology 
in Clinical Practice, Philadelphia, 
Saunders, 1952, pp. 515-516. (6) Tal- 
bott, J. H.: J. Bone & Joint Surg. 
40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159: 1619, 
1955. (8) Connor, T. B.; Carey, T. N.; 
Davis, T., and Lovice, H.: J. Clin. Invest. 
38:997, 1959. (9) Reed, E. B.: Unpub- 
lished data. 


TU.S. Patent No. 2,890,985 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. McNEIL 
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Future Meetings 

The National Geriatrics Society will hold 
its annual meeting at the St. Francis Hotel, 
San Francisco, California, May 1 through 4. 
Program chairman for the meeting is Dr. 
Joseph B. Enos, Mission Road Sanatorium, 
Niles, California. 


The eighth annual meeting of the Mid- 
Central States Orthopaedic Society will be 
held at the Holiday Inn Motel, Springfield, 
Missouri, May 4 through 6. 


The 1961 annual meeting and scientific 
Heart 
will be held in Bal Harbour, Miami Beach, 
Florida, October 20 through 24, 1961. The 


thirty-fourth annual scientific sessions are 


sessions of the American Association 


scheduled from Friday, October 20, through 
Sunday, October 22, in the Americana Hotel. 
May 15 has been set as the deadline for 
submitting abstracts of papers to be pre- 
sented at the Official 
forms for submitting abstracts may be ob- 
tained Richard E. M.D., 
American Heart Association, 44 East 23rd 
Street, New York 10. 


scientific sessions. 


from Hurley, 


Symposium on Growth and Aging 

The American College of Physicians will 
present a Symposium on Problems of Growth 
and Aging, April 11 to 14, 1961, at the 
Lankenau Hospital Auditorium, City Line 
and Lancaster Avenues, Philadelphia. Di- 
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All news and announcements for this 
departmeni should reach the editorial office six 
weeks before publication date. Please direct 

all communications to News Editor, GERIATRICS, 
84 South Tenth Sireet, Minneapolis 3, Minnesota. 


rector for the course is Dr. Edward L. Bortz; 
associate directors are Ernest M. Brown, Jr., 
and Dr. Henry F. 
concerning fees and application blanks, read- 


Page. For information 


ers are requested to write directly to Dr. 
Edward C. Rosenow, Jr., Executive Director, 
The American College of Physicians, 4200 
Pine Street, Philadelphia 4. 


Life Expectancy 

According to the Health Information Foun- 
dation, life expectancy is at an all-time high 
of 69.7 years in the United States, an in- 
crease of 22.4 years over the life expectancy 
in 1900, which was 47.3 years. Women born 
in 1900 could expect to live two years longer 
than men, but women born in 1958 have an 
expectancy of 6.3 years longer. Nonwhite 
persons, with an expectancy of 33 years in 
1900, now can look forward to 63 years. 


Swedish Longevity 

Of all Swedes who died in 1958, 67.5 per 
cent reached an age of 67, as compared 
with 66.7 per cent in 1957, according to a re- 
port by the Central Bureau of Statistics. 
For men, the percentage was 63.6 and for 
Of the total number of dead, 
38 ‘reached the age of 100 
1958, as against 49 in 1957. 


women 71.7. 


and more in 


Demonstration Project 
Sponsored by the Division of Aging and the 
departments of Institutions and Agencies 
and Health, a program of restoration nurs- 
ing is being demonstrated to nursing homes, 
(Continued on page 86A) 
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ver one hundred scientific studiest 
by investigators covering problems of consti- 

pation and bowel evacuation in every major 

branch of the profession—give unprecedented 

support to SENOKOT Tablets and Granules 

— the largest bibliography of any laxative. 





ACCURATELY DEFINED MECHANISM OF 
ACTION Neuro-stimulation of the myenteric 
plexus of Auerbach, producing physiological 
colonic peristalsis and natural defecation— 
without motility disturbance of the stomach 
or small intestine. 


VIRTUALLY NO REPORTS OF GRIPING Co- 
lonic activity within normal limits, avoiding 
hyperperistaltic turmoil. 


VISUAL EVIDENCE OF A NORMAL MUCOSA 
Clinical sigmoidoscopy and experimental tis- 
sue studies, microscopically, reveal no evi- 
dence of contact irritation. 


VERSATILE THERAPEUTIC Predictable, 
effective bowel evacuation in both simple and 
chronic constipation. Ideal in the treatment 
of refractory®and secondary constipation of 


drug therapy? 





pinpoint the facts... 


EFFECTIVE ‘REHABILITATION’ OF BOWEL 
FUNCTION Controlled clinical studies demon- 
strate that the flexible dosage of ‘Senokot’, 
when properly programed, offers laxation with 
“bowel re-education” in many chronically con- 
stipated patients.’ 


PATIENT ACCEPTANCE... 
Its outstanding cocoa flavor is without equal. 


Cocoa-flavored granules — DOSAGE: Adults — 1 to 2 tea- 
spoonfuls nightly. Children — ‘/2 to 1 teaspoonful nightly. 
SUPPLY: 16, 8 and 4 ounce canisters. Small, easy-to- 
swallow tablets. DOSAGE: Adults — 2 to 4 tablets nightly. 
Children — 1 to 2 tablets nightly. SUPPLY: Bottles of 100. 


ce, 2ed., Cumulative Supplement, Lon 







A.: Internat. Rec. Med. 173:303 

in the Therapy of Constipation” 

past al Motility, ed. J. Alfred Rider and H. C 

i , 1, Charles C Thomas, 1959, p. 293. 4. Katz, R.: M 





Press 243:335 (Apr. 20) 1960 


Complete bibliography upon request. 


IN CONSTIPATION 


Senokot 


TABLETS / GRANULES 





BRAND OF STANDARDIZED CONCENTRATE OF 
TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA (SENNA) PODS, PURDUE FREDERICK 


THE PURDUE FREDERICK COMPANY 


135 CHRISTOPHER ST., NEW YORK 14, NEW YORK 
DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 


©COPYRIGHT 1961, THE PURDUE FREDERICK COMPANY 
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homes for the aged, and county medical 
institutions in New Jersey. A_ registered 
nurse trained in rehabilitation will demon- 
strate technics that enable a patient to feed 
and care for himself. The nurse will work 
with staff, patient, and physician and will 
live in the institution when necessary. Ten 
nursing facilities will participate in the pro- 
eram in 1961. 


Community Living for the Chronically III 

A pilot program to determine whether chron- 
ically ill and disabled patients can function 
in the community is being carried out by 
the Beth Abraham Home in New York City. 
Four patients from the home have gone to 
camp with several hundred healthy residents 
of Bronx House, all over 60 years of age. It 





was felt that these elderly, permanently dis- 
abled persons will benefit mentally and so- 
cially from contact with healthy adults. The 
experiment should also show that these pa- 
tients can live in the community and need 
not be permanently institutionalized. 


“Appointment with Health” Program 

The aim of a pilot program now under way 
in Maryland is to have each of that state’s 
215,000 citizens over 65 examined by a physi- 
cian and a dentist before the end of the 
year. The “Appointment with Health” pro- 
gram is sponsored by the State Commission 
on Aging, the Maryland Medical Society, 
and city and state dental associations. 


@ 

Course in Electrodiagnosis 

A one-week course in electrodiagnosis and 
electromyography will be held June 5 


(Continued on page 90A) 


TRIPLE-ACTION 
GERIATRIC 


(NEW | 1 small capsule é every morning 


TONIC 


OFFSETS NUTRITIONAL DEFICIENCY 
ENHANCES WELL-BEING 
AIDS METABOLISM 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. 


Methyl Testosterone 2.5 mg. © d-Amphetamine Sulfate 
2.5 mg. ¢ Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- 
min D 500 U.S.P. Units * Vitamin By. with AUTRINIC® 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) e 
Thiamine Mononitrate (B,) 5 mg. ¢ Riboflavin (B,) 5 mg. 
e Niacinamide 15 mg. « Pyridoxine HCI (B,) 0.5 mg. « 
Calcium Pantothenate 5 mg. ¢ Choline Bitartrate 25 mg. 
¢ Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascor- 


86A 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River. New York QD 


° bate 50 mg. « I-Lysine Monohydrochloride 25 mg. « 
Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 
mg.) 30.4 mg. © lodine (as KI) 0.1 mg. © Calcium (as 
CaHPO,) 35 mg. * Phosphorus (as CaHPOQ,) 27 mg. ¢ 
5 Fluorine (as CaF.) 0.1 mg. * Copper (as CuO) 1 mg. « 
Potassium (as K,SO0,) 5 mg. * Manganese (as MnO,) 1 mg. 
e Zinc (as ZnO) 0.5 mg. * Magnesium (MgO) 1 mg. 
* Boron (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 








lie 
fro 
wh 
am 
tio 


lon 


(E 
mg 


and 
Detr 
























Keeps patients 

comfortable 

during arthritic 
flare-ups o 


With Somacort to 





relax muscles and relieve pain, 
tender joints need far less 
steroid to reduce inflammation’ 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 

Soma, by itself, benefits many arthritics by re- 
lieving the muscle spasm and pain which arise 
from joint inflammation. Thus with Somacort, 
which combines Soma with prednisolone, the 
amount of steroid needed to control inflamma- 
tion can be kept within more conservative limits. 

Somacort is well tolerated even when used for 
long-term therapy in more serious cases. 

Recommended dosage: 1 or 2 tablets q.i.d. 
(Each tablet contains 350 mg. carisoprodol, 
mg. prednisolone ) 


1, Wein, A. B.: The Use of Carisoprodol! (SOMA) in Orthopedic Surgery 
and Rehabilitation. Miller, James G., ed., Wayne State University Press, 
Detroit, Michigan, 1959. 


SK OIE PAN OX OD): cA BS 


(carisoprodol, Wallace, with prednisolone) . S i 















)° Wallace Laboratories, Cranbury, New Jersey 








How to help your patient stick to a 
“regularity” diet 


The secret ingredient in a successful diet is accept- 





ance. Bulky foods, essential to a “regularity” diet, will 
have more appeal if they are attractively prepared. 
Variety helps a patient follow a diet enthusiastically, 
A glass of beer 
d : : can add zest to 
and pectin which absorbs fluid to form smooth bulk. a patient's diet. 


too. Chilled fruit compote is inviting, rich in cellulose 


8 oz. glass supplies about 1/8 
minimum Niacin requirements 
in oatmeal muffins offer cellulose plus Vitamin B and smaller amounts 

of other B Complex Vitamins. 


complex. Liquids are vital—8 to 10 glasses a day. (Average of American Beers) 


Beets and carrots are good pectin sources. Cranberries 











286 Note : P iin 


Diet patients find an incentive in appetizing “bulk’’ foods like these. 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, 
write us at 535 Fifth Avenue, N. Y.17,N. Y. 









for the special 


laxative needs 





in geriatrics 


By softening the stool and gently increasing peristalsis, 
non-habit-forming AGORAL effectively and safely overcomes 
the constipation encountered in geriatric patients. 


Especially important to older patients is the smooth predictable 
response to AGORAL—without urgency, griping or risk of 
embarrassing anal leakage of oil. 





colonic hypomotility 
—one cause of 
constipation among 
the aging 





the : 


gentle 
laxative 
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through 8, at the Department of Physical 
Medicine and Rehabilitation, New York 
Medical College. Course directors will be 
Jerome S. Tobis, M.D., 
man of 
M.D., 
waldo 
For 
Lerner, 


professor and chair- 
Joseph Rogoff, 
and Os- 
associate. 


the department; 
associate clinical professor; 
Miglietta, M.D., 
further information write 


research 
Raymond C. 
Coordinator, Postgraduate Educa- 
tion, Department of Physical Medicine and 
Rehabilitation, New York Medical College, 
1 East 105th Street, New York 29. 


Accident Death Rate Among 

Older Persons 

According to statisticians of the Metropoli- 
tan Life Insurance Company, the accident 
death rate at ages 65 and over has decreased 
from 224 per 100,000 in 1949 to 164 in 





FOR THE 
AGING... 


1958. The lowered accident death toll among 
the aged reflects principally the reduction 
in mortality from falls. Among white males, 
falls account for nearly one-third of all fatal 
injuries at ages 65 to 74, for half the total 
at ages 75 to 84, 
ages 85 and older. Motor vehicle accidents 
rank second as a cause of death in this age 
group. A 


and for three-fourths at 


considerable proportion of the 
older people killed in motor vehicle acci- 
dents are pedestrians—the proportions being 
over two-fifths among men and about one- 


third among women. Altogether, accidents 
among people at ages 65 and over are re- 
sponsible for about 25,000 deaths a year in 


the United States. 
e 


Joint Council on Aging 

Dr. Charles H. Patton of Philadelphia, pres- 
ident of the American Dental 
has been elected chairman for 1961 of the 
Care 


Association, 


Joint Council To Improve the Health 
(Continued on page 94A) 


COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 


A 


BROAD NUTRITIONAL REINFORCEMENT 
A 


1 small ——— every morning 


MOOD ELEVATION 


JRESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: 
Methyl Testosterone 2.5 mg. 


¢ Niacinamide 15 mg. © Pyridoxine HCI (B, 
Calcium Pantothenate 5 mg. « C 


Ethinyl Estradiol 0.01 mg. 
¢ d-Amphetamine Sulfate 

-5 mg. * Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- 
min D 500 U.S.P. Units © Vitamin B,. with AUTRINIC® 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) « 
Thiamine Mononitrate (B,) 5 mg. © Riboflavin (B,) 5 mg. 
) 0.5 mg. « 
holine Bitartrate 25 mg. 
* Inositol 25 mg. « Ascorbic Acid (C) as Calcium Ascor- 


bate 50 mg. « I-Lysine Monohydrochloride 25 mg. ¢ 
Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 
mg.) 30.4 mg. © lodine (as KI) 0.1 mg. « Calcium’ (as 
CaHPO,) 35 mg. « yay: (as CaH?0O,) 27 mg. « 
Fluorine (as CaF.) 0.1 mg. © Copper (as Cud) 1 mg. 

Potassium (as K2S0,) 5 a ¢ Manganese (as MnO.) 1 ia, 
¢ Zinc (as ZnO) 0.5 mg. © Magnesium (MgO) 1 mg 

* Boron (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


. Curran, T. R., and Phelps, D. m. Pract. & Dig. Treat. 11: 617, 1960. 
: J.A.M.A, 153: 1260, 198 . Connolly, R.: W. Va. Med. J 263, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


COLUMBUS | PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 


Columbus 16, Ohio 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 

















Peri-Colace meets 
the three major criteria 
for an effective laxative 
as established by physicians” 





Mead Johnson 
Laboratories 





Symbol of service in medicine 





. clinically 
proven 
effectiveness 


. predictable 


action 


». freedom from 


gruping or 
other irritating 
side effects 


*Results of a survey of over 
1,000 physicians conducted by 
the Bureau of Research, Inc., 
555 W. Jackson Blvd., Chicago 
6, Illinois (April, 1960). 
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in geriatr ients 


PERE COLACKE 


eliminates the enema and straining at stool 


In geriatric patients,’’ Peri-Colace promptly, yet gently, induces bowel 
movements—satisfactory evacuation without straining. It helps to elim- 
inate the use of enemas for bedfast patients, even where fecal impaction 
is a complicating factor.’ 


Experience in practice’ has shown the unusual dependability of 
Peri-Colace in elderly patients with a wide variety of illnesses compli- 
cated by constipation. In many of these, muscular strength is insufficient 
to effect a bowel movement.’ With Peri-Colace, a soft, easily passed stool 
is evacuated within 8 to 12 hours. 


With Peri-Colace, “‘...side effects such as griping are reduced to a 
minimum.””* 


References: (1) Smigel, J. O.; Lowe, K. J.; Hosp, P. H., and Gibson, J. H.: M. Times 86:1521-1526 
(Dec.) 1958. (2) Napp, E. E., and Donnenfeld, A. M.: J. Am. Geriatrics Soc. 8:858:860 (Nov.) 1960. 
(8) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957. 











Ses 
Geriatric Patients 
Relish Protein-Rich 


WHEATENA 


All-wheat Wheatena contains 11 per cent 
high-quality protein—and it’s as easily digest- 
ible and nutritious as it is delicious and eco- 
nomical. That’s why Wheatena makes such a 
desirable hot breakfast for protein-deficient 
older folks. 

Made of all the wheat—wheat germ, farina 
and bran— Wheatena is low in fat yet high in 
easily digestible protein and carbohydrates. 
At the same time Wheatena packs just enough 
toasted bran to supply the essential bulk geri- 
atric patients often need to aid regularity. 

Pure wholesome Wheatena is made with- 
out salt or sugar. So deli- = 
cious, its distinctive nut- 
like flavor tempts even the 
most listless appetite. 
Write for sample packages 
for your patients today. 


ALL THE 


PROTEIN 


OF NATURAL WHEAT 


ALL THE 


OF NATURAL WHEAT 


The Wheatena Corporation 
Wheatenaville, Rahway, New Jersey 
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WHEAT GERM 
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of the Aged. Dr. Leonard W. Larson, Bis- 
marck, North Dakota, president-elect of the 
American Medical Association, is the new 
vice-chairman. 

The Joint Council was formed in 1958 
under sponsorship of the American Dental 
Association, American Hospital Association, 
American Medical Association, and Ameri- 
can Nursing Home Association. The current 
(1) to correlate the efforts 
and resources of member organizations as 


objectives are: 


the principal purveyors of health care for 
the aged and (2) to establish liaison and a 
cooperative relationship with other organ- 
izations working in the area. 

During the coming year, local persons in 
the health professions will be urged to assess 
the health needs of the elderly in their 
particular regions. Among groups that will 
receive particular attention in local surveys 
the and homebound 


are institutionalized 


chronically ill and aged. 
e 


Publications of Geriatric Interest 
Exploring the Brain of Man—an illustrated, 
28-page booklet describing the major dis- 
eases of the brain and central nervous sys- 
tem and related disorders of vision, speech, 
and hearing; available by writing Dr. A. B. 
Baker, Chairman, The National Committee 
for Research in Neurological Disorders, 
University Hospital, University of Minneso- 
ta, Minneapolis 14. 

1961 White House Conference on 


Chart Book—a collection of 65 charts pre- 


Aging 


senting dimensions and trends in basic pop- 
older 
people, utilization of retirement time, and 
problems of adjustment; single copies avail- 
able from the Federal Council on Aging, 
U.S. Department of Health, Education, and 
Welfare, Washington 25, D. C. 

You’ve Opened the Door for 24 Mere— 
this well-illustrated brochure the 
many features of a particular old-age home; 


ulation data, financial resources of 


shows 


available in limited supply from the Jewish 
(Continued on page 97A) 


GERIATRICS, APRIL 1961 





Corticotherapy Disease: Rheumatoid 
ee arthritis 
Use of oral Medrol: 


In severe or moderately 

severe cases, initial dosage of 
Medrol tablets is 8 to 16 mg. 
daily; maintenance dosage 
ranges from 4 to 12 mg. daily, 
adjusted stepwise every 5 to 

10 days in accordance with 
response. In children, and 

also in adults with moderate 
disease, both initial and 
maintenance dosage is Medrol 

4 to 8 mg. daily. 

“It [methylprednisolone] is 
potent and displays a slightly 
improved ‘safety’ record, showing 
a reduced frequency of disturbing 
side-effects as compared with 


the other steroids.” 
—Neustadt, D. H.: J.A.M.A.170:1253 (July 11) 1959. 


Medrol © 
eC [ 0 75th year 


Indications and effects 

Medrol benefits (anti-inflammatory, 
antiallergic, antirheumatic, 
antileukemic, antihemolytic) have 
been demonstrated in acute 
rheumatic carditis, rheumatoid 
arthritis, asthma, hay fever and 
allergic disorders, dermatoses, blood 
dyscrasias, and ocular inflammatory 
disease involving the posterior segment. 
Precautions and contraindications 
Because of Medrol’s high 
therapeutic ratio, patients usually 
experience dramatic relief without 
developing such possible steroid side 
effects as gastrointestinal intolerance, 
weight gain or weight loss, edema, 
hypertension, acne, or emotional 
imbalance. 

As in all corticotherapy, however, 
there are certain cautions to be 
observed. The presence of diabetes, 
osteoporosis, chronic psychotic 
reactions, predisposition to 
thrombophlebitis, hypertension, 
congestive heart failure, renal 
insufficiency, or active tuberculosis 
necessitates careful control in the use 
of steroids. Like all corticosteroids, 
Medrol is contraindicated in patients 
with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s 
syndrome, herpes simplex keratitis, 
vaccinia, or varicella. 

Each tablet contains: Medrol 
(methylprednisolone) ........+- 2, 4, or 16 mg. 
Medro! is supplied as 2 mg. tablets in botdes of 30 


and 100; as 4 mg. table’ he bottles of 30, 100 and 500; 
and as tem mg. tablets int bottles of co. 


Medrol hits the disease, gx -@G— 


but spares the patient. 
d 


*Trademark, Reg. U. S. Pat. Off. 4G 
The Upjohn Company, Kalamazoo, Michigan 











RICH IN 


YEARS BUT 


POOR IN 
ENZYMES — 


she masticates poorly...favors 
soft foods rich in carbohydrates 
...admits to 50, but diminishing 
enzyme secretion says she’s 
probably 10 years older—she's 
a poor digester 








SHE NEEDS “MATURON” 

to supplement reduced enzyme 
secretion, because of poor mas- 
tication, low salivation, and 
diminished functional digestive 
reserves ; 





to counterbalance nutritional de- 
ficiencies caused by inadequate 
or unbalanced diets 





to help prevent and relieve ‘‘nerv- 
ous’”’ indigestion, as in spastic 
colitis, functional dyspepsia, 
mucous colitis 


ee m8 
enzymes 
| W A 1 {I | vitamins 
minerals 


PROMOTES BETTER DIGESTION / IMPROVES NUTRITION 


96A 











“Maturor 


a comprehensive formula to aid 
digestion and fortify the diet 


Each ‘‘Maturon”’ Tablet contains: 


ENZYMES 
minyieger) oy eee 3,000 Units 
PIOUase! 66. as os 12,000 Units 
Tryptic activityt ...... 500 Units 
VITAMINS 
VitaminA...... 2,500 U.S.P. Units 
Vitamin D:... 6 <6. 250 U.S.P. Units 
MPMITIUA gas cc.d Sat clare @ 25.0 mg. 
Vitamin B; mononitrate ... 1.5 mg. 
WON Be io ek 1.0 mg. 
MAUOUITNIRE secs sso es Ss ss 0.5 mg. 
MaROWAIN SNS 6 a os es 0.5 mcg. 
Calcium pantothenate .... 3.5 mg. 
Nicotinamide ........... 7.5 mg. 
WALEEINEIRIRES 0:35 ics asa 2.5 1.U. 
MINERALS 
MDAIOMENA | So oos)s ss aitetoara sos 35.0 mg. 
FROSPNOMIS*® ... 650.4. 27.0 mg 
BMMRNE MR ctatonus, airsi's 33 estes Gace 12.5 mg 
Manganese* ............ 0.15 mg. 
MATS aati AP viv oo ie aedie Css 0.2 mg. 
PRORMOSINING 6.5 sls sc 2.5 mg. 
along with 
Dehydrocholic acid ...... 40.0 mg 
es ig es, ee 10.0 mg. 


tAmylase—One unit represents that amount 
required to hydrolyze 10 mg. of starch in 
one hour at 30° C. 

tProtease—One unit is that amount required 
to hydrolyze 10 mg. of egg albumin in one 
hour at 52° C. 

tTryptic activity—One unit is that amount 
required to hydrolyze 10 mg. of casein in 
one hour at 40° C. 

“Supplied at d-alpha-tocopheryl acetate, di- 
calcium phosphate, dicalcium phosphate, 
ferrous sulfate, manganous sulfate, zinc 
sulfate, and magnesium sulfate. 


USUAL DOSE: One tablet with meals, or 
as directed by the physician. 
ee No. 799—bottles of 100 and 


AYERST LABORATORIES 
New York 16, N.Y. « Montreal, Canada 
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| ACHAT (Continued from page 94A) 





Home for the Aged, P.O. Box 3338, Hous- 
ton 36. 

Methodist Hospital Census on Home Care 
—a 17-page booklet describing the screening 
of patients qualified to participate in an 
organized home care program; single copies 


| available for 15 cents from Mr. James R. 


Dove, Research ‘Assistant, Health and Wel- 
fare Council of Indianapolis and Marion 


| County, 615 N. Alabama Street, Indianap- 


| olis 4. 


Social Security: Aged Beneficiaries and 


| Older Workers Under Old-Age, Survivors, 


and Disability Insurance—presents informa- 
tion about the OASDI benefits of aged per- 
sons; available from Information Service, 
Bureau OASI, Social Security Administra- 
tion, Room 112, Baltimore 35. 

Proceedings of a National Conference on 
Work Evaluation Units—a 70-page booklet 
reporting on current purposes, research po- 


| tentials, and recommended professional 


| Aged—by William T. 


practices in the units; available at 75 cents 
a copy from the American Heart Associa- 
tion, 44 East 23rd Street, New York 10. 

Colorado’s Medical Care Program for the 
Reich and Odin W. 
Anderson; one of a series published by the 
Health Information Foundation on subjects 
of current interest bearing on the social 
and economic aspects of geriatric medical 
care; available from the Health Information 
Foundation, 420 Lexington Avenue, New 


| York 17. 


The Best Is Yet To Be—the ninetieth an- 


| niversary report of the Home for Aged and 


| medical 


Infirm Hebrews of New York, well-illustrat- 
ed and unique in that all the articles in 
thé report were written by the residents of 
the Home; issued by the Home for Aged 
and Infirm Hebrews of New York, 121 West 
105th Street, New York 25. 

Facts About Congestive Heart Failure— 
research has found 
strengthen the heart and to control heart 
failure by surgery, drugs, diet, and rest; 
available from the American Heart Associa- 
tion, 44 East 23rd Street, New York 10. 
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; 

for controlled 

therapeutic 
nutrition during hospitalization and 


throughout convalescence 


Complete therapeutic nutriment 


to supply all or part of the 


patient’s nutritional requirements 


in the hospital... 

For the undernourished geriatric patient admit- 
ted to the hospital, Sustagen suppliesa therapeutic 
diet of carefully controlled, essential nutrients 
to promote good nutrition and hasten convales- 
cence.!? Ideal when tube feeding is necessary,! 
Sustagen is palatable to patients as a beverage. 


in the home... 

During his convalescence at home, the older pa- 
tient who continues to receive Sustagen is more 
likely to hold or increase his nutritional gains. 
Each glassful you specify adds 390 calories to his 
diet, including 23.5 Gm. protein, 3.5 Gm. fat, 
and 66.5 Gm. carbohydrate —plus important 
quantities of all essential vitamins and minerals. 
references 

(1) Pareira, M. D., et al.: J.A.M.A, 156:810-816 (Oct. 30) 1954. 
(2) Winkelstein, A.:; Am. J. Gastroenterol. 27:45-52 (Jan.) 1957. 
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AT ANY AGE 


A 
SAFE 
APPROACH 


IN THE TREATMENT OF PSORIASIS 


| RIASOL 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. 


Bhd Laboratories Dept. 103 


12850 MANSFIELD DETROIT 27, MICHIGAN 


99A 








(troinitrate phosphate, Leeming, 10 mg.) 


y Metamine 
| Sustained 


coronary 
insufficiency | 


| helps 
you 
dilate the 


coronaries / 





In pharmacologic studies 
at Pasteur Institute and 
McGill University, the 
vasodilator activity of 
trolnitrate phosphate 
(MeTtAMiNE) was found to 
be equal or superior to 
that of nitroglycerin, and 
of much longer duration.’* 


In coronary insufficiency, 
one METAMINE SUSTAINED 
tablet q. 12 h. markedly 
reduces the number and 
severity of anginal attacks 
and increases exercise 
tolerance, with virtual 
freedom from nitrate 
side effects and less 
danger of a forgotten 
dose.*“ Bottles of 50 and 
500 tablets. 


New York 17, N. Y. 


1. Bovet, D., and Nitti-Bovet, F.: Arch. 
Internat. de pharmacodyn. et therap. 
83:367, 1946. 2. Melville, K.I., and Lu, 
F.C.; Canad. M.A.J. 65:11, 1951. 3: 
Fuller, H.L. and Kassel, L.E.: Antibiotic 
Med. & Clin. Therapy 3:322, 1956. 4. 
Eisfelder, H.W. et al.; J. Am. Geriatrics 
Soc. 8:62, 1960, 


1 tablet all day 





1 tablet all night 
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Sa in ac aii ata. 


When the patient with emphysema huffs and puffs 


RISUPREL MISTOMETERG.i« 


“Isuprel...is most helpful in making breathing 
easier’ for the patient with emphysema. It 
should be used on a routine schedule daily as 
long as symptoms persist. 


“Four periods of nebulization spaced throughout 
the day should provide good control of 
bronchospasm.’ 


Isuprel, most potent bronchodilator, is safe and, 
in contrast to epinephrine, has no potentially ad- 
verse effects on cardiac action. Prescribe one or 
two whiffs from the Isuprel Mistometer four 
times a day. 


1. Andrews, A. H., Jr., and Coogan, T. J.: M. Clin. North America 
42:155, Jan., 1958. 


2. Ziskind, M. M., in Conn, H. F.: Current Therapy 1957, Philadelphia, 
W. B. Saunders Company, 1957, p. 84. 


ISUPREL MISTOMETER: In asthma 
(adults and children), Isuprel 
hydrochloride 1:400 (0.25 per 
cent) aerosol solution is taken in 
1 or 2 deep inhalations. One min- 
ute should be allowed to elapse 
before the second inhalation. The 
amount found necessary to control 
symptoms may be repeated in from ten to thirty min- 
utes. In chronic bronchitis and emphysema, three or 
four treatments are taken daily with exercises. Isuprel 
Mistometer, 10 cc. vials. 











Isuprel (brand of isoproterenol) and Mistometer (brand of metered dose 
aerosol dispenser), trademarks reg. U.S. Pat. Off. 
e 
LABORATORIES 
New York 18, N. Y. 





CONSISTENTLY SUCCESSFUL IN RELIEVING 
DRY ITCHY SKIN 


~ Hid. N.Y. 
UDY1 Spoor, 
tes J.M. 58 3292, 1958. 








INDICATIONS 
ory results in 88% of cases 
“In practically every instance... eee dermatitis 


: rienced relief 
the patients exper” a» : ssi 
srom dryness and pruritus. atopic dermatitis 


satisfact 


comments: 


senile pruritus 


STUDY 2 


L ae 
Western Med, ubowe, I. 1. ; contact dermatitis 


1:45, 1960, 
nummular dermatitis 


Satisfactory results in 94% of cases — 


comments: soap dermatitis 
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itching, irritat; 
discomfort . ” tion, and other ichthyosis 


duced inflammation 
’ 


% of cases 


” with Sardo. 














SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 








